AUGUST 1955 
Volume XII - Number 2 


PUBLISHED BY 


The American Academy of General Practice 


Disease Control 


. 


TACE... released 


like a hormonal 


secretion for your 
menopause 


patient 


TACE, by virtue of its 


storage in body fat,’ simulates 
the hormonal secretion of an 
endocrine gland by ite gradual, 
even release from this depot. 
ema) TACE gives smooth, long- 
12) 
lasting control of symptoms... 


rtum breast er Minimal withdrawal bleeding. 


4 TACE “Capsules daily 
seven days. For palliative ‘ and restoration 
prostatic carcinoma 
of the "sense 


ay 


of belonging". 


& smoother adjustment to the menopause 


with a short, simple course of oral treatment. 


ORAL “FAT-STORED ESTROGEN: 


TacE!®) 


ANOTHER EXCLUSIVE DEVELOPMENT OF MEARELL RESEARCH 


. Prostatic carcinoma, post- 

erlcc., contains 12mg. of 

minimdl] incidence of with- 

obserybd following estrogen 

srapyof the menopause. Ino 

sees, TACK is generally 

"such sfde effects as nausea, 

vomitihg and fluid retention. 

Capsules, or2cc. TACE Oral ; 

thirty jays, is generally a 
course of therapy. In severe, 
cases when symptoms 
additional short courses of 

SUPPLIED: In bottles of 70 

capsules; in 30 cc. bottles\ fe 

a with calibrated dropper. One 

bottle of capsules or 2 bottles « 

Aus C.: Wisconsin | $322, 

The Wm. S. “Company 


CONTENTS 


The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


G P is published monthly by the American Academy of 
General Practice. Materials for Publication should be ad- 
dressed to the Editorial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 11, Missouri. Publication Office 
(printer): 350 East 22nd Street, Chicago 14, Illinois. - One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered os second-class matter at the post office 
ot Kansas City 8, Missouri. Additional entry at Chicago, 
Illinois. + Printed in U.S.A, by R. R. Donnelley & Sons Company 
at The Lakeside Press, Chicago. Copyright, 1955 by the 
American Academy of General Practice. 


GP August 1955 


VOLUME 


AUGUST 1955 


ARTICLES 


Pulmonary Embolism 
Hugh Hussey, M.D. and Sol Katz, M.D. 
A discussion of the various syndromes produced by this common disorder. 


Diagnosis of Innocent Heart Murmurs in Children 


Paul H. Rhodes, M.D. 
A description of extraneous cardiac sounds sometimes confused with 
murmurs of heart disease. 


The Glaucoma Patient 
Edited by Marc H. Hollender, M.D. 
The effects of glaucoma and loss of vision upon the personality. 


Diffuse Interstitial Fibrosis of the Lungs 
(Hamman-Rich Syndrome) . 
Sol Katz, M.D. 


The Challenge of Rural Practice 
J. Roy Guyther, M.D. 
Pros and cons of general practice in a rural setting. 
The General Practitioner in Occupational 
Disease Control 
Seward E. Miller, M.D. 
A review of the general practitioner’s responsibilities and of his sources 
for help from all levels of government health agencies. 
Mongolism 
Robert J. Gilston, M.D. 


Tension Headache 
S. Charles Freed, M.D. 
Discussion of diagnosis and management of a prevalent disorder. 
Practical Therapeutics—The Treatment of Leukemia . 
William A. Coleman, M.D. and Scott N. Swisher, M.D. 
A review of recent progress. 


NUMBER 2 


58 


69 


72 


81 


82 


85 


91 


96 


(Continued on page 5) 


; 
4 
4 
3 


“Complete to Excellent Control” of 
Seizures was Achieved with ‘“‘Mysoline”’ in 
More than 50 per cent of Patients Previously 
Uncontrolled with Other Anticonvulsants. 


Timberlake, Abbott, and Schwab* report 
“100 per cent control” with “Mysoline” 
in 22 patients and from “50 to 100 per 
cent control” in another 28, in a series 
of 96 patients with grand mal and psy- 
chomotor seizures. 


Grand mal seizures were completely 
eliminated in 14 of 38 patients (4 receiv- 
ing “Mysoline” alone), and in 9 the fre- 
quency of seizures was reduced by more 
than half. Two patients in status epilep- 
ticus were also brought under control 
with “Mysoline.” 

Psychomotor attacks were completely 
controlled in 6 of 37 patients, and in 
12 (8 receiving “Mysoline” alone) the 
number of attacks was reduced by half 
or more. 


“Mysoline” offers a relatively wide margin of safety 
In general, “Mysoline” was well toler- 


ated. No side effects occurred in 34 per 
cent of the patients. In other cases, side 
effects such as drowsiness, dizziness, and 
ataxia were frequently noted at the start 
of therapy but tended to disappear as 
therapy was continued. 


To minimize side effects, these work- 
ers recommend small initial doses of 
“Mysoline,” 0.125 Gm. (half tablet) 
daily, to be increased by 0.125 Gm. incre- 
ments at three to seven day intervals. 


The use of “Mysoline” in epilepsy is 
well documented in the literature. Perti- 
nent abstracts of important papers are 
included in the “Mysoline” brochure 
which is available on request. 


“Mysoline” is supplied in 0.25 Gm. 
tablets (scored), bottles of 100 and 1,000. 


*Timberlake, W. H., Abbott, J. A., and Schwab, R. S.: 
New England J. Med. 252:304 (Feb. 24) 1955. 
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... said a famous authority on safety in operations. 
Any operation, he pointed out, is of major concern to 
the patient. Overlooking fundamental asepsis even 
in a simple case may result in a serious disability. 


Protect yourself .. . your patients 


Your patients have a right to expect thorough asep- 
tic treatment in your office. They are not getting it 
if you depend only on boiling water to “sterilize” 
instruments. Too many sporulating bacteria survive 
boiling at 212° F. What is needed is moist heat of 
at least 250° F. And that calls for the certainty 
of autoclave sterilization. 


A Pelton Autoclave brings to your office the safety 
plus the speed of hospital sterilization. Any one of 
the three Pelton models sterilizes fabrics, gloves and 
solutions as well as instruments. Each generates 
its own steam and stores it for immediate use. 


See your dealer or mail coupon for 
literature on Pelton Autoclaves 


*PELTON: 


New Address after August 1, 1955 


| THE PELTON & CRANE CO., Charlotte 3, North Carolina 
| Please send me literature on your self-contained autoclaves. 
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MEMO FROM THE PUBLISHER 


IN COMING MONTHS, this column will highlight the results of an 
exhaustive survey recently conducted by the Academy’s mar- 
ket research department. Fifteen thousand two-page question- 
naires were sent to doctors in active, private practice. Today, on 
neatly perforated IBM cards, is a wealth of statistically accurate, 
current information. 

Months of cross-tabulation would be needed to wring every 
single fact from the nearly 6,000 cards punched by the IBM 
service bureau. Given sufficient reason, we could determine how 
many Wisconsin dermatologists have practiced less than five 
years and own a fluoroscope. We could, with equal facility, tell 
how many dispensing physicians, east of the Mississippi, own 
ECG equipment. However, obedient to the law of diminishing 
returns, we have tabulated only information of real value to the 
medical profession and allied interests. 

It seems appropriate to first discuss the physician who belongs 
to the American Academy of General Practice. By definition, 
he’s a family doctor. There’s a better than even chance that he 
practices in a town of less than 25,000 people and that he has 
practiced not less than six nor more than 20 years. In an average 
week, he will give 20 physical examinations and write 91 pre- 
scriptions. During the last year, he has prescribed at least 11 
new products, performed 82 operations and delivered 51 babies. 

Eight out of every ten members prefer trade to generic names. 
Forty per cent dispense some of the drugs they prescribe. 

The fields of market research and analysis have become in- 
creasingly important to the Academy. As the nation’s second 
largest medical association, the Academy represents more than 
20,000 general practitioners and, indirectly, all physicians in 
general practice. Each week, inquiries are received from pharma- 
ceutical houses, instrument and equipment companies, other 
medical associations, magazines, radio-television stations, news- 
papers and wire services. If the Academy is to continue as the 
voice of general practice, it must provide accurate answers. 

The survey mentioned here is only one in a continuing series. 
These enable us to compare Academy members to their non- 
member general practitioner and specialist colleagues. There’s 
a difference. For example, 55 per cent of all Academy members 
own an x-ray machine. The same equipment is owned by only 
46 per cent of the nonmember general practitioners and 32 per 
cent of the specialists. 

Every member will not be asked to complete every question- 
naire. Some surveys may request only three answers; others as 
many as 50. Some will deal with prescription-writing habits; 
others with patient panels, postgraduate education or your office 
and its equipment. Because the work of the market research 
office helps the Academy plan new or improved member serviec 
programs, your cooperation is requested. —M.F.C. 
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PORTRAIT OF A DELINQUENT APPETITE... 


When the clinical picture is composed of a child who “just won't eat” and a 
mother distraught by nervous worry and despair, prescribe 


to stimulate appetite and promote growth 


Each tablet or teaspoonful (5 cc.) of *Trophite’ supplies: 25 mcg. By2, 10 mg. By 


Smith, Kline & French Laboratories, Philadelphia 1 
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SECRETARY'S NEWSLETTER 


AUGUST, 1955 


Significant Events 


House Favors OASI 
Disability Insurance 


Hobby Resigns; 
Folsom Succeeds 


> Three days after copies of the 72-page report of the Ways 
and Means Committee became available, H.R. 7225, Representa— 


tive Cooper's (D—-Tenn.) social security amendments bill 
received overwhelming (372-31 ) approval in the House. The 
bill provides additional OASI benefits for permanently and 
totally disabled beneficiaries over 50 years of age. It 
would simultaneously increase benefit payments an estimated 
$2 billion a year. 

Despite the fact that the demand for public hearings be— 
fore the Senate Finance Committee has virtually precluded 
passage during this session of Congress, this is alarming 
legislation. It is another step toward attaining all ob-— 
jectives outlined by the Communist-—dominated International 
Labor Organization at its 1952 Geneva convention. 

Representative Cooper's bill also hikes social security 
tax rates. Periodic increases would, by 1975, authorize the 
social security tax collector to take 9 per cent of the 
nation's payroll. 

Forgotten is the fact that social security is not in-— 
surance. There is no relation between premiums paid and 
benefits received. In addition, no one now contributes 
enough to pay the benefits he will supposedly receive. As 
is true with most something—for-nothing legislation, too few 
Congressmen are concerned with the dollar source of supply. 
The much-mentioned reserve fund remains strictly a fiscal 
myth. Government bonds have been substituted for the cash 
reserve. Consequently, there must ultimately be addit-»)nal 
taxes to pay off the bonds to pay off people who may, in the 
first place, have made no sizeable contribution. — 

On July 21, Malcom E. Phelps, chairman of the Board, and 
Cyrus W. Anderson, chairman of the Commission on Legislation 
and Public Policy, sent telegrams urging state chapter sec— 
retaries to contact their senators and send copies of all 
telegrams to Senator Harry F. Byrd (D-Va.), chairman of the 

The Academy will continue to join the AMA in opposing 
legislation which places unneeded regulatory powers in the 
hands of the Federal government. 


> Following Oveta Culp Hobby's long-rumored resignation, 
Marion B. Folsom, a Georgia—born Republican, was named 


Secretary of Health, Education and Welfare. Her husband's 
illness, not the sharp controversy over her department's 
handling of the Salk polio vaccine, was given as the reason 
for Mrs. Hobby's resignation. 

In an early interview, Folsom hinted that he would 
probably b board the old Eisenhower—Hobby reinsurance band— 


wagon. The 6l-year old Harvard Business School graduate, 
who helped draft the original social security act, also sees 
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Senate Approves 
Free Polio Shots 


New Bill Outlines 
Retirement Plan 


Academy Officer 
Receives Award 


Announce Fall 
Meeting Schedule 


no good reason why physicians should not come under compul- 
sory OASI coverage. 

Folsom may incur organized medicine's wrath. Neverthe- 
less, the University of Georgia Phi Beta Kappa has an ex-— 
cellent background (see page 35) and was not appointed 
simply as a reward for political services rendered. 


Mrs. Hobby will become president of the Houston Post, now 
operated by her ailing husband. 


> Over the lonely protest of Senator Wayne Morse (D-Ore.), 
the Senate approved a compromise bill authorizing Federal 
grants to help states provide free Salk polio vaccine shots 
for children under 20 and pregnant women. The bill now goes 
to the House where a similar measure is pending. 

Morse, casting the single dissenting vote, added that the 
bill "only scratches the surface" of a national problem that 
cannot be handled on a state-by-state basis. 

Neither the Senate nor House bills set amounts for Federal 
aid. Congress must appropriate funds for communities which 
request help. The Government will provide either money or 
free vaccine. 

The Senate bill, worked out in the Senate Labor Committee, 
is a compromise between the Administration's proposal to 
provide $55 million for shots for needy children and a $135 
or Democratic proposal urging free shots for all 

ildren. 


> On July 19, the House Ways and Means Committee approved a 
badly butchered version of H.R. 10, the Keogh (D-N.Y.) bill 


permitting self-employed taxpayers to establish a retirement 
income fund via income tax deferments. 

The bill, similar to legislation first introduced in 1951, 
allows persons not covered by social security or pension 
plans to set aside and deduct 10 per cent of their annual 
income or $7,500, whichever is less. Under "restricted 
retirement annuity contracts," these amounts would be held 
in trust and taxed as capital gain when paid to the bene- 
ficiary at age 65. 

Originally intended to apply to more than 11 million self- 
employed persons, H.R. 10 will now apply only to profession— 
al people. It is opposed by the Administration for 
"budgetary reasons." 

Congress' expressed desire to adjourn early in August 


leaves little chance for further action during the present 
session. 


> AU. S. Chamber of Commerce committee, headed by the 
Honorable Sinclair Weeks, Secretary of Commerce, presented 
a Distinguished Service Award to the Academy's executive 
secretary and general counsel, at an August 2 meeting of 
trade and professional association executives meeting on 
Mackinac Island. The award is in recognition of a program 
instituted by the Academy's executive secretary which has 
led to constructive and sustained progress in public 
relations for the welfare of public health and the 
achievement of the Academy's basic objectives. 


> Three important Academy meetings have been scheduled 
during September and October. All the meetings will be 
held in Kansas City. Following the September 2 meeting of 
the Commission on Education, chairmen of state committees 
on education will attend a September 3 conference on post- 
graduate education. 


The Board of Directors will hold its regular fall meeting 
October 4-5. The Hospital Commission will meet October 1-2. 
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WHENEVER 
RAUWOLFIA SERPENTINA 
OR CHLORPROMAZINE 
CAUSES NASAL CONGESTION 


DR. JOHN DOE 


NOT “JUST ANOTHER” DECONGESTANT! 


Make it a habit to prescribe Rhinalgan Nasal Spray to prevent 
nasal congestion whenever you prescribe chlorpromazine or rau- 
wolfia serpentina preparations. 1. N. Y. Phys., 34:14, 1950. 
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Burke, m.p., Washington, D.C.; Katharine Dodd, m.p., Little 
Rock, Ark.; Archibald L. Hoyne, M.p., Chicago, Ill.; Irvine 
McQuarrie, M.D., Minneapolis, Minn.; James L. Wilson, m.D., 
Ann Arbor, Mich. 


Preventive Medicine, Public Health and Statistics: Herman E. 
Hilleboe, m.p., Albany, N.Y.; Edward G. McGavran, M.D., 
Chapel Hill, N.C. 


Psychiatry and Neurology: O. Spurgeon English, m.p., Phila- 
delphia, Pa.; William C. Menninger, m.p., Topeka, Kan.; 
lan Stevenson, M.p., New Orleans, La.; Edward A. Strecker, 
M.D., Philadelphia, Pa.; Harold Wolff, m.p., Oklahoma City, 
Okla. 


Radiology: Ross Golden, m.p., New York, N.Y.; Leo G. Rigler, 
M.D., Minneapolis, Minn.; Paul C. Swenson, M.pD., Phila- 
delphia, Pa. 


Rheumatic Disorders and Arthritis: W. Paul Holbrook, m.p., Tuc- 
son, Ariz.; John H. Talbott, m.p., Buffalo, N.Y. 


Tropical Medicine: William A. Sodeman, M.D., Columbia, Mo. 


Urology: J. A. Campbell Colston, m.p., Baltimore, Md.; Charles 
D. Creevy, M.D., Minneapolis, Minn. 
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in your patients... 
too much stress” 


Tensions are not continuous. They occur in peaks, 
arising from valleys of relative relaxation. With 
this in mind, Nidar was formulated for the indi- 
vidual patient. 


When Nidar is taken in the morning and again in 
the early afternoon, the patient is neither jittery 
nor dopey. He is relaxed, able to meet situations 
calmly and alertly. 


Each light green, scored Nidar tablet contains: 


Secobarbital Sodium............... % gr. 
Pentobarbital Sodium.............% gr 
Butabarbital Sodium.............. \% gr. 


Bottles of 100 and 1000. 
NOTE: Nidar is also an excellent hypnotic. 
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This Month's Authors 


William A. Coleman, M.D. is presently a Fellow in Neurology at Strong Me- 
morial Hospital, Rochester, N.Y., where he collaborated witha colleague, Dr. Scott 
N. Swisher, to produce the article, “The Treatment of Leukemia.” Dr. Coleman 
is a Dartmouth graduate who took the first two years of medical training at 
Dartmouth Medical School, finishing at Cornell University Medical College. He 
has completed medical internship and residency at Strong Memorial, and, at the 
same place, has had a year’s clinical work in hematology and metabolic diseases 
as a trainee of the National Institute of Arthritis and Metabolic Diseases. 


S. Charles Freed, M.D., is the author of the article “Tension Headache” in 
this issue. Apparently he finds writing articles no headache, having deftly turned 
out more than 70 of them, on endocrinology and metabolism. Home base is San 
Francisco, where Dr. Freed is associated with Mt. Zion Hospital, the Harold 
Brunn Institute and the University of California School of Medicine. He was 
formerly endocrine consultant to the Council on Pharmacy and Chemistry of the 
American Medical Association, belongs to many medical organizations, most 
esoteric of which is the Association for the Study of Internal Secretions. 


J. Roy Guyther, M.D., is a general practitioner in a small town, Mechanics- 
ville, Maryland, and well equipped by experience to speak on “The Challenge of 
Rural Practice.”’ Born in Maryland, and educated at the University of Maryland 
medical school, Dr. Guyther has found his niche serving as family doctor the 
people he knows best. Dr. Guyther is a member of the American Academy of 
General Practice, and outstanding in his service to his state chapter, of which he 
is currently vice president and chairman of the committee on membership and 
credentials. 


Seward E. Miller, M. D., author of “The General Practitioner in Occupational 
Disease Control,” is chief of the Division of Special Health Services for the 
United States Public Health Service. Public health work has received his full 
attention ever since he finished University of Michigan medical school and intern- 
ship at New Orleans Marine Hospital. A prolific writer in his field, he has pub- 
lished, in addition to numerous articles, a Textbook of Clinical Pathology, has 
developed research laboratories for the Communicable Disease Center of the 
Public Health Service, set up 20-odd refresher courses to train laboratory help. 


Paul H. Rhodes, M.D., has a penchant for towns with lovely names. He was 
born in Rural Retreat, Va., now lives in Lakewood, a suburb of Denver, where he 
practices general pediatrics. The author of ‘Diagnosis of Innocent Heart Mur- 
murs in Children” is himself the father of four lovely innocents, daughters aged 
7, 8, 12 and 14. Dr. Rhodes took his medical degree at Harvard, then served 
internships and residencies in many parts of the country. He is clinical instructor 
of pediatrics at the University of Colorado, serves on the staffs of many hospitals 
in the Denver area. 
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relieve pain, headache, fever 
promptly and safely 


APAMIDE’ 


Ames, 0.3 Gm.) 


direct-acting analgesic-antipyretic... 


no‘ toxic by-products... 


APAMIDE-VES 


TRADEMARK 


APROMAL 


(acetyicarbromal and N.-acetyi-p-ominophenol, Ames, 0.15 Gm. eo.) 


sedative-analgesic-antipyretic... 


calms patients and relieves pain 


% 


AMES 
A\ COMPANY, INC + ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 59554 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. ; 


Postscript on Sodium 


Dear Sir: 

It seems to me that Dr. Margolin and Dr. Merrill made an 
error in calculation in their article on “The Low Sodium Syn- 
dromes” in the May issue of GP. In their example they cite a 
70-kilogram man with a serum sodium of 120 mEq./L., or a 
deficit of 22 mEq./L. Then they state that his total sodium 
deficit is 22 mEq./L. x 37 L. (total body water), or 814 mEq. 

However the 22 mEq./L. deficit applies only to the 11 L. of 
extracellular fluid. Thus the sodium deficit is really 22 mEq./L. 
x 11 L., or only 242 mEq., and only 14 Gm. instead of 48 Gm. 
Since the normal intracellular sodium concentration is only 
10 mEq./L. it could hardly have a deficit of 22. 

Assuming the deficit of sodium in the intracellular fluid was 
of similar proportions to that of the extracellular fluid it would 
be about 1.5 mEq./L., or 39 mEq., or 2.3 Gm. This added to the 
extracellular deficit still only makes a total of 16.3 Gm. This 
figure is }4 the deficit calculated in the article. It is interesting 
to note that Dr. Margolin and Dr. Merrill advocate giving only 
1 of their calculated dose the first day. 

If my reasoning in the above example is in error I would cer- 
tainly appreciate being corrected. 

Joun D. Miter, M.p. 
Fairchild, Washington 


In the continuing interest of good medicine, GP has always in- 
vited reader-rebuttal on any of its articles. Hence Dr. Miller’s ap- 
praisal of the article, “The Low Sodium Syndromes,” is of consid- 
erable interest. Authors Margolin and Merrill were asked to clarify 
thetr calculations—the following is their reply.—PUBLISHER 


Dear Dr. Miller: 

The question posed is one which has caused considerable con- 
fusion in the fluid and electrolyte field for a long time. 

Let us assume, for the sake of simplicity, that sodium is purely 
an extracellular ion and that the sodium which we introduce 
into the body by any route remains entirely in the extracellular 
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space. We must further recognize the fact that water moves 
freely through this cellular membrane which excludes the sod- 
ium. If water did not move so freely and if osmotic equilibrium 
did not have to be maintained between the intra- and extra- 
cellular space, it would be correct to calculate the sodium deficit 
on the basis of extracellular volume. The system would then be 
a static one subject to simple mathematical analysis. 

But the very fact that water does flow freely into and out of 
the cells to maintain osmotic equilibrium introduces a new prob- 


lem into the calculations. Now, each time we raise the tonicity of 


the extracellular space by the addition of hypertonic sodium 
solutions, a moiety of water in the intracellular compartment 
moves out into the extracellular space. This movement effective- 
ly concentrates the intracellular electrolytes and dilutes those 
in the extracellular compartment. Osmotic equilibrium is re- 
established at the new level, but the sodium concentration in the 
extracellular phase is far below that which has been calculated. 
Effectively then, one has changed the tonicity of all of the body 
water though the sodium remains in the extracellular space. 

Perhaps it should be pointed out that, when sodium had been 
lost out of proportion to water in the production of this sodium- 
depletion state, the hypotonicity so produced in the extracellu- 
lar phase was partially corrected by water shift into the cells, in a 
sense serving to concentrate the sodium left behind and “mask- 
ing” the true degree of sodium depletion. Attempting to reverse 
this situation, we “discover” a much larger loss of sodium than 
we had expected. 

One can now apply simple mathematics to the dynamic state 
of affairs, as shown in Figure 6 of our paper, and he will readily 
find that unless total body water is utilized in the calculation, 
sodium replacement will fall far short of expectations. 

The reason one should replace only about one-third of the 
estimated deficit in the first 24 hours is two-fold. If the patient 
has hyponatremia for cause other than depletion of sodium, he 
will not benefit from the salt load; this fractional dose is then a 
partial safeguard against excess therapy. Secondly, it has been 
shown by observation that partial replacement of deficit may 
call the patient’s own homeostatic mechanisms into play and 
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that, once started toward normalcy by treatment, he will go on 

to re-establish his internal environment. If clinical and chemical 

observation indicates improvement from this treatment, addi- 

tional fractions of the calculated salt deficit may be administered. 
E. Gorpon M.D. 
Joun P. Merrit, M.D. 

Peter Bent Brigham Hospital 

Boston, Massachusetts 


Complete Satisfaction 


Dear Sir: 

I want to thank you for the beautiful way in which you pub- 
lished my article, ‘Medical Management of Nonspecific Ulcera- 
tive Colitis” (April, 1955) and for all your many courtesies 
which you bestowed upon me during our recent correspondence. 
It has been a pleasure to have been able to have an article pub- 
lished by your fine journal and I hope I will find occasion to sub- 
mit other papers to you in the future. 

I had a number of requests for reprints for the article and 
trust that it has been of interest and of value to your readers. 


Jack W. Wotr, 
Kansas City, Mo. 


Just for the Asking 


Dear Sir: 
I am impressed by the high quality of many of the articles 
now appearing in GP, such as that in the May issue on the low 


sodium syndromes. I especially like the emphasis on the clinica‘ 
applications of newer fundamental knowledge. 

I wish it were not necessary to have so much of the journai 
devoted to advertisements, but I understand the financia! 
obligations. 

My only constructive suggestion is that each volume be 
indexed. 

T. Grier Miter, M.D. 
Philadelphia, Pa. 


Here is one request that can be easily complied with. Reader 
Miller will be happy to know that since GP’s beginning in 1950, 
each volume of six issues has been indexed and all indices are avail- 
able free of charge upon request.—PUBLISHER 


An Insurance Ailment 
Dear Sir: 


Your recent article on life insurance (“Avoid ‘Chronic Ter- 
mititis——In Insurance!” by Raleigh E. Ross, April, GP) may 
have made a complex subject too simple. 

Some naive readers may believe that Dr. A (or any other 
doctor) can purchase insurance protection for ’’an average net 
cost of $2.58 a year” for $10,000 protection, as your author in- 
dicates. Even my National Service Life Insurance (still a term 
policy) costs me $69.32 per year (1954) for the $10,000 face 
amount of protection. 

A more critical reader might question Dr. A’s figures. He 
might very well figure the real cost as follows: 
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Annual premium 


Dividend in 20th year (est.) 46.82 
Net premium for 20th year 157.58 
Face value of policy 10,000.00 
Cash value (or self-insurance) 3,100.00 
Net insurance protection 6,900.00 
Estimated earnings on cash value (at 3%) 93.00 
Total cost to Dr. A ($157.58 Plus 93.00) 250.58 


And for only $6,900 net insurance! 

Meanwhile, Dr. B is paying $113.10, less an estimated divi- 
dend of $46.95, or $66.15 net premium for $10,000 insurance. 
Of course, he should have known enough, 20 years ago, to buy 
a renewable, convertible term policy, and he would expect to 
pay an increased rate during the next 20 years. 

The quotation that Mr. Ross used in his article is still cor- 
rect: “Term insurance will provide maximum insurance at 
minimum cost.” 

Rosert K. Harvey, 
Arlington, N. J. 


Specific Suggestions for “Abstract” Future 


Dear Sir: 
To insure that Abstracts will be continued in future years, I 
make the following suggestions: 
1. Add $5.00 to the dues, so each member would automatically 
receive a Copy every year; 
2. Allow 2 to 5 points of Formal Credit to each member who 
subscribes to Abstracts—I am confident that anyone who re- 


ceives the book will read it and will get that much additional 
postgraduate knowledge from it. 
Fioyp F. Kaiser, M.D. 


Champaign, Illinois 


Dear Sir: 

I was unable to attend the last national meeting and have felt 
at a loss as to how I was going to benefit from it without my copy 
of Abstracts. | was happy to find an order blank in GP. 

I feel that Abstracts should be continued and if necessary, sold 
at a higher cost. I personally feel that Abstracts is a most valuable 
part of my library, and I believe many others feel the same. Let’s 
keep Abstracts going. 

J. R. Burnett, M.p. 
Effingham, Illinois 


UMWA's “Paper Doctor” 


Dear Sir: 

In order to understand some of the problems presented by the 
UMWA Health and Welfare Fund, one must have been brought 
up in a mining community and been a member of a mining fam- 
ily. Also, one must have served as a coal mine doctor to know 
how these people live and what has happened to them under 
the fund. 

I belonged to a working coal miner’s family when the unions 
first began to take roots. I have worked in the coal mines. I have 
also been a coal mining doctor for the past 20 years, treating 
these people and carrying their health and financial burdens. 
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Before this UMWA fund became available, the average coal 
company doctor was paid a set fee (through a check-off system 
which usually amounted to from $2.00 to $3.00 monthly for the 
entire family). This was a full-time occupation as one doctor 
was responsible not only for the individual members’ relatives in 
a family but also was the acting health officer in which capacity 
he kept the community in fairly decent condition. The company 
doctor was very ambitious and served his patients faithfully both 
day and night. He was on call 24 hours daily ; donated to all their 
worthy causes; brought their babies; helped bury their dead; 
took care of all the sick even though there were no financial re- 
turns. He also saw all his patients personally. But every miner 
and his family looked to the day when they would be helped by 
some plan whereby they could improve their health; have medi- 
cines available to them, and hospitals open to receive their ser- 
iously ill. 

In May, 1946, the United Mine Workers negotiated for a wel- 
fare and retirement program under the leadership of John L. 
Lewis. This was called United Mine Workers of America Wel- 
fare and Retirement Fund. The miner’s fund is financed by the 
40 cents per ton royalty on all bituminous coal mined by com- 
panies under contract with the union. This fund is administered 
by three individuals as trustees: John L. Lewis, president of 
UMWA,;; Josephine Roche, director of the fund and one coal 
company owner. The 40 cents per ton royalty was to cover the 
following: 

1. Widows and orphans 

2. Sick and disabled coal miners and family 

3. Pensions for coal miners over 60 years of age and 20 years 

service 


4. Hospitalization of all UMWA coal minersand their families 
This fund also extended the privilege to all doctors of me«- 
icine who were licensed to practice medicine to take care of the 
miner and his family. 

This looked like the coal miners, under the fine leadership of 
their champion, had grown in stature and become real American 
people. It also had implied provisions whereby the men working 
in the coal mines would have the mines improved in such a man- 
ner that the mining of coal would result in fewer accidents and 
disabling diseases and that the mines would be safer to work in. 

It also meant that the men who had spent 20 years or more in 
the coal mines would be assured of having a job and of retiring on 
a miner’s pension. In May, 1946, the Miners Welfare and Re- 
tirement Fund became a real accomplished objective in their 
lives. 

By June 30, 1954, more than $753,196,122 revenue had been 
realized from this source. This did not include the extra $4.00 
which each working union member contributes monthly for him- 
self and his family nor the extra dues, assessments or normal 
dues paid by each union member. 

On April 1, 1954, the widows and orphans and disabled or 
sick coal miners were eliminated from the fund. This means they 
are not entitled to receive any benefits, no medications at home, 
and no office calls to doctors. Before, these persons could go to 
any hospital or clinic in the nation and be treated by any doctor. 

Under another provision of this fund (pensions for coal min- 
ers) if you are 60 years of age and have worked 20 years or more 
in the mines, you were entitled to a $100 pension monthly. The 
faults were that you must contribute $1 monthly for union dues, 
also work the last year and be a member in good standing the 
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year before retirement. The coal miner does not have seniority 
rights. If a miner is 58 years of age and is not able to gain em- 
ployment because of slackening of work or closing down of the 
coal mines, he cannot get his pension because he has not worked 
the last year before retirement even though he has worked 45 
years in the coal mines. Also, a miner can be promoted to a 
supervisory capacity in which case he forfeits his pension rights. 

Since only hospital cases are accepted, most of our hospitals 
are overburdened, therefore very few miners are accepted. The 
welfare officials tell the local medical society groups that only 
certain certified doctors can take care of their welfare patients. 

The Miners Welfare and Retirement Fund has produced a 
new type of union doctor to replace the old company doctor. We 
shall call him the “Paper Doctor.” He is not interested in how 
the family survives, where or when or how they live. He does not 
intend to help the miner if he is disabled by industrial accidents 
or sickness. He thinks, “If you need a chest x-ray the county 
furnishes them free, and if you are a veteran—check into the VA 
hospital and leave the welfare fund alone.” 

The real tragedy is that the welfare fund is still collecting the 
40 cents per ton royalty for the coal mined under the union con- 
tract. The widows, orphans, disabled and the sick are being de- 
prived of their benefits. 

In Monongalia County, West Virginia, there are approxi- 
mately 54 practicing physicians and surgeons. Before the Wel- 
fare Health and Retirement Fund every doctor made home calls 
and saw every coal miner both in the hospital and the office. 
Today, there are only about ten physicians in this county who 
make home calls due to the pattern set up by the union. Today 
there is no resident plant or company doctor at any of the coal 


mines exclusively. This deprives the people in the country dis- 
tricts of immediate doctor service in case of need. 

The worst effect has been on the aging and disabled coal min- 
er’s family. They usually own a little bit of property and are not 
eligible for Department of Public Assistance relief. They are not 
old enough to get Social Security; have used up their unem- 
ployment benefits; are broke and no one wants them. The wid- 
ows on the other hand cannot supply medicine or hospital serv- 
ice to their children, which may cripple them for life or they may 
die in their teens. This is all due to being deprived of their rights 
(lack of funds from the welfare fund which is still being collected 
for them). 

The solution is very simple. Let the welfare and pension 
funds that are collected be spent in the community (county) 
where they are produced. Our county gives over $70,000 month- 
ly to this fund. Why not pass legislation action to compel the 
money to be spent at the source where it is produced ? Let these 
funds be used to build schools, recreational centers and feed 
school children in school—one good meal at noon, help to build 
greater and better universities and colleges. Also, the money 
should be used to supply medicine and hospitalization for wid- 
ows and orphans, and sick and disabled coal miners. A miner 
should also receive his pension upon reaching 60 years of age 
and when he has worked 20 years or more in the coal fields. 

Otherwise abolish the welfare fund and let each community 
set up its own form of relief and let the community receive the 
40 cents per ton royalty, and let our sick, disabled, widows and 
orphans be taken care of in the proper manner. 

P. D. Crynock, m.p. 
Morgantown, West Virginia 
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acute and chronic 


prostatitis... 


76.6% cured or improved with 


Furadantin 


brand of nitrofurantoin, Eaton 


137 cases of prostatitis were treated with Furadantin with the following results: 


Acute prostatitis Chronic prostatitis Total 
No. cases 20 117 137 
Cured 15 30 45 
Improved 4 56 60 
Failed 1 31 32 


(Personal communications to the Medical Department, Eaton Laboratories.) 


Furadantin has a wide antibacterial range 
Furadantin is effective against the majority of gram-positive and gram-negative urinary 
tract invaders, including bacteria notorious for their resistance. Furadantin is not related 
to the sulfonamides, penicillin or the ’mycins. 

With Furadantin there is no blood dyscrasia...no proctitis...no pruritus ani...no crys- 
talluria...no moniliasis...no staphylococcic enteritis. 

Furadantin tablets—50 and 100 mg., bottles of 25 and 100. Furadantin Oral Suspen- 
sion (5 mg. per cc.)—bottle of 4 fl.oz. (118 cc.). 
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‘JIGGL AGE’ EXPERIMENT. 
SHOWS QUIETING EFFECT OF 


DORIBDEN?® (olutethimide ciBA) 


Tht DORIDEN ~~ totally new nonbarbiturate hypnotic and sedative—is effective as a quieting 
agent is demonstrated by this pneumatic movement recorder (jiggle cage), which measures the activity of 
laboratory animals. Note the marked change in the activity of mice after the administration of DORIDEN. 
Further evidence of the sedative and hypnotic effectiveness of DORIDEN is provided by numerous clinical 
studies. DORIDEN acts in 15 to 30 minutes and affords 4 to 8 hours of sound refreshing sleep. Present clinical 
evidence indicates it is not habit forming. Tablets (white, scored), 0.25 and0.5Gm. C I B A SUMMIT,N.J. 
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PERSONALITIES 


IN THE MEDICAL NEWS 


John C. Bugher, M.D. 
Responsibility in an Important Post 


NEWLY APPOINTED to the directorship of medical education and 
public health for the Rockefeller Foundation is a Hoosier, Dr. John 
C. Bugher, whose new post makes him one of five key men responsi- 
ble for the total foundation program. Dr. Bugher, who joined the 
foundation in 1937, has been on leave four years to serve as director 
of the division of biology and medicine of the Atomic Energy Com- 
mission, and will continue to serve the commission for a further 
period. A graduate of the University of Michigan medical school, 
Dr. Bugher started his career as pathology professor in that insti- 
tution. He established and directed the Yellow Fever Institute in 
Lagos, Nigeria, directed the Seccion de Estudios Especiales at 
Bogota, Colombia, has authored books on yellow fever and on viral 
and rickettsial diseases, holds decorations from two foreign govern- 
ments, is a member of the committee on atomic casualties of the 
National Research Council’s Committee on Radiation Protection. 


T. Clarence Routley, M.D. 
Union within the Commonwealth 


CLosE TIE between England and the Commonwealth nations was 
symbolized again in June with installation of Dr. T. Clarence Rout- 
ley as president of both the 123-year-old British Medical Association 
and the 88-year-old Canadian Medical Association. The honor was 
conferred at a joint convention in the Royal York Hotel, Toronto. 
Dr. Routley recently retired after 31 years as general secretary of 
the Canadian Medical Association. He is the first Canadian medical 
administrator to be elected to the dual office. His previous honors 
include fellowship in the Royal College of Physicians and Surgeons 
of Canada, and honorary Doctor of Laws degrees conferred by 
Queens University and Dalhousie University. Dr. Routley was 
made a Commander of the Order of the British Empire in recogni- 
tion of wartime services as general secretary of the Medical Procure- 
ment and Assignment Board in Ottawa. 


GP Volume XII, Number 2 


ay 
ok ‘ 
“4 
4 
per 
4 
‘ 
‘ 
* 
F 
— 
34 


Marion B. Folsom 


Promotion for an Administration Aide 


ON THE HEELS of the resignation of Secretary of Health, 
Education and Welfare Oveta Culp Hobby came an- 
nouncement of appointment of her successor—Under- 
secretary of the Treasury Marion B. Folsom. Described 
as “a rare combination of successful businessman and 
progressive pioneer in the field of social welfare,” Mr. 
Folsom expressed himself, in his first official statement, 
as favoring “more rapid expansion of voluntary health 
insurance plans,” refused to comment on other health 
policies. The new Secretary is a Georgian, an honors 
graduate of the University of Georgia and of Harvard 
Business School, started his career as personal assistant 
to the late George Eastman, founder of the Eastman 
Kodak Company, Rochester, N.Y. He was treasurer of 
Eastman when, in 1953, he joined the Eisenhower ad- 
ministration in the treasury position. His work in gov- 
ernment goes back 20 years, however, to service on 
President Roosevelt’s advisory council, in which ca- 
pacity he helped draft the original Social Security Act 
in 1934. Mr. Folsom also served on the Federal Advi- 
sory Council appointed jointly by the Senate Finance 
Committee and the Social Security Board in 1937-38, 
and on the Social Security Advisory Council to the 
Senate Finance Committee in 1948. Both Councils 
studied operations of the Social Security system and 
made recommendations to the Congress. Mr. Folsom 
worked with the Department of Health, Education and 
Welfare on the administration plan which resulted in 
1954 Congressional amendments to extend coverage 
and benefits under the Social Security system. Mar- 
ried, and the father of two children, Secretary Folsom 
Saw overseas service in World War I, has been an 
enthusiastic worker in civic affairs. 
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| On the Calendar 


Atudems chapter miretings and 
as Gther medical meetings tnt which gone 
interesiy will appear her vonthly 


2). Nevado chapter, meoting, Riverside 


Hotel, Rone. 


‘Aug, 2: American Congress of Physica! Medicine 


Rehabilitation, 35rd angual 
session, Hoc! Statler, Betrort 
Sept. 5-10. World Federation of Societios of Anetthasiole- 
first congress, Schevemmngen Holland. 
Sept. 7-10. internationa! College of Surgeons. 
States chapter, Chicage 


Sept: Utch chapter, meeting in ¢enjunction wih 


Utah Stute Medi»! Assaciction, Morel teh, 
City: 


Sept. 12: Cook County Graduate School ef Medicine, 


urgynccoloyy and obstetrics, Clucage 
Sept. 2-13) New Engiond Teberculeris Conferences 
in series, Hotel Wentworth-by 
Potismouth, New Hampshine. 
Tepi. 12-14. Seathwestern Sergteat Congress, Kanw> 
City, Mo. 


Rept, 14, Oeloware chapier, sight postgraduate sessions 


WBerential diagnosis end therepeutics, Wiimington 
BSenerel Hospital, Wiiminglon. 


Sept, 15, Nebraske chapter, onnve! atientific session, 


Hate!, Lincoin. 


15-16; lowe chapter, seventh annec! meeting. 


Severy Hotel, Ges Moines. 

Sept. 17. Morth Texas-Seuthem Oklchome Clinical Can- 
ference, annual fallanecting, Wich. Falls, 
Texas. 

Rept. 19-21. Texes chapter, sith anqual meeting, Wil! 
Regers Coliseum, Fi. Werth. 


19-22. American Hospial Association, 


City. 
Sept. 19-23. University of Pennsylvania, sixth annual 
of the graduate schoo! of medicine 


Philadelphia. 


19-Oct. 1. University <4 Minols College of Medicine, 


session in Gtolaryogology, Chicago. 

Sept. 20-22. Obie chepter, eighth mesiing. 
Dayien-Biltmore Hotel, Dayion. 

Sept. 20-26. World Medical Ajiseciation, ninth general 
mecting, Vienna, Austria, 

Sept. 21-22. Mississippi chapte, seventh ennvc! meeting. 
Heidelberg Hotel, Jackson. 

Sept. 22. United States Rubber symposium 
industria! health, Naugaluck, Connecticut. 

Sept. 22-24. ideahe chapter, fith mesting, 
Hotel, Boise. 

Sept. 24. Mossachysetts chos!e, fall clinice! session, 
Hote! Statler, Besten. 

Sept. 25-27. Wisconsin chapter, seventh annve! meeting, 
Milwaukee Auditorium, Mitwevkee. 

Sept. 26. Cock County Graduate Schoo! of Medicine, 
postgraduate course in medicine, Chicago 

Sept. 26. Fost-Groducte Medical School of New York 
University-Bellevue Modicel Center, eoght-week 
cugrse in industrial wediciney New York City. 
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Less gastric irritation 
than either 

potassium iodide 

or Lugol’s Solution plus 


freedom from the risk of iodism 
makes AMEND’S SOLUTION 
the iodine of choice. 


Whenever oral iodine 

is indicated, prescribe 
10 to 20 drops of 
AMEND’S SOLUTION 
t.i.d., a.c., in a full glass 
of water. Available in 

2 oz. bottles. 


AMEND’S SOLUTION 


protein-buffered iodine ) 


Additional information available on request. 


Sha. Leeming Ca Ine 


155 East 44th Street, New York 17, N.Y. 
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Recruitment of Interns 


Ix Juty a new class of interns came into the hospitals 
throughout the United States—came into some of the 
hospitals, that is. There were a lot of hospitals that 
were like the fourth little pig—they had none. And 
naturally they are unhappy about the situation and 
would like to change it. But they are faced with the 
hard fact that there just aren’t enough interns to fill 
all the available places. 

At many of the “have-not” hospitals, the doctors 
on the staff have trouble understanding why they 
fail to attract interns. A couple of years ago they had 
the idea that the Matching Plan somehow works a 
hardship on smaller hospitals, but that false notion 
seems now to have been pretty well dispelled. So they 
have raised intern salaries—to little avail. It’s true 
that monetary inducements have influenced some 
medical graduates in their choice of internships. This 
isa dying influence. At the last Student AMA meeting, 
our future interns expressed themselves forcefully on 
this issue. They said, in effect, ‘All hospitals should 
pay their interns adequate stipends. In that way, 
money will not be a consideration in choice of intern- 
ship. Hospitals which now offer high stipends in lieu 
of a sound educational program would be forced to 
improve their teaching.” 

Some of the “have-not” hospitals have adopted 
distinctly shady methods. For example, one of this 
year’s medical graduates was told by doctors in his 
home town, “Boy, you’d better take an internship in 
our community hospital if you expect ever to practice 
here. We can see to it that you never get hospital 
privileges.” That's not a unique experience; similar 
pressure tactics are used all the time. In the instance 
cited, the graduate had courage enough to resist the 
pressure. (Unfortunately, not all medical students have 
such courage.) 

Most of the “have-not” hospitals have failed to do 
one basic thing. They have neglected a proper re- 
appraisal of their educational program. Oh, the staff 


GP August 1955 


Editorials 


members may have discussed the program, may even 
have made some changes that seem good to them. 
They may have come fully to recognize that the 
educational program makes or breaks the success of 
their efforts to recruit interns. Still, they have not 
sought expert advice. Maybe they would be stimulated 
to do so if they were to read the latest report of the 
Standing Committee on Graduate Medical Training of 
the SAMA. Here are some excerpts that may have the 
desired effect : 

**An internship today is no longer the medical school 
graduate’s first contact with clinical work . . . 

** |. . Mere clinical experience without guidance and 
teaching by a medically mature hospital staff deprives 
the intern of the full benefits which might be derived 
from the cases treated in his institution. 

internship, in order to be satisfactory, 
must represent a conscious effort to educate, not 
simply inundate with clinical work, the medical 
graduate. 

* |. . Excellent opportunities for patient care and 
good teaching are by no means the monopolies of large 
hospitals or those affiliated with medical schools.” 

For the staff at a hospital that is failing to attract 
interns, it would seem that a reasonable approach to 
evaluation of the educational program might proceed 
as follows: 

1. Discuss recruitment experiences with staffs of 
other comparable hospitals. Talk to the people at hos- 
pitals that have had successful recruitment programs. 
Try to adapt their educational methods to your own 
hospital. 

2. Talk to the educators at the medical schools from 
which you have some hope of obtaining graduates. Ask 
the educators for advice about a program of education 
that would be ideal for the purpose of supplementing 
the knowledge and experience of the graduates. 

3. Ask for the same kind of advice from SAMA of- 
ficers at the schools where you would like to recruit 
graduates. Listen especially to this group. They are the 
people who may be your next interns. 
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Diagnosis of “Strokes” 


WHEN A PATIENT suddenly develops the neurologic 
deficit that typifies a “‘stroke,”’ most physicians recog- 
nize the prime obligation to consider the possibility of 
a space-occupying lesion. However, having discharged 
that obligation and having decided that the stroke has 
probably resulted from a cerebral vascular disease, 
there is a tendency to group all cases loosely into two 
categories—hemorrhage and arterial thrombosis. 
There are certain exceptions to that tendency. First, 
the problem of spontaneous subarachnoid hemorrhage 
is understood fairly well, although disputes among 
neurosurgeons about the time for surgical treatment 
of this condition are confusing. Second, thanks to 
Walter Alvarez who has written and talked so engag- 
ingly about “‘little strokes,” general practitioners are 
likely to recognize minor cerebral incidents in older 
people. Sometimes, of course, the doctors overdo it, 
and an old woman who has been taking “nerve tonics” 
for a long time is labeled “encephalomalacia” when 
her sloppiness and confusion all the while are due to 
chronic bromide intoxication. Third, some episodes of 
cerebral embolism are properly diagnosed, particularly 
when there is a background of obvious cardiac disease. 
Beyond this, few physicians are inclined to think 
about strokes in terms that precisely represent these 
entities etiologically, pathologically and functionally. 
For example, almost any family physician might record 
a diagnosis for one of his cardiac patients as follows: 


Erio.ocic: Rheumatic heart disease 

Patuo.tocic: Mitral valve stenosis, cardiac 
enlargement 

FunctionaL: Auricular fibrillation, congestive 
heart failure 


But, presented with an opportunity to be equally exact 
about a brain disorder, he balks. He might write 
simply : 

Cerebral thrombosis 


Probably the chief reason for this difference in diag- 
nostic exactitude lies in the attitudes of the physicians 
themselves. Family doctors generally take pride in 
being good practical, scientific cardiologists, and they 
are. But they are unsure of themselves when it comes 
to neurologic disorders. Moreover, they have a strong 
antipathy for learning neurologic diagnosis. 

Feeling as they do about the finer points of neurol- 
ogy, physicians salve their collective conscience with 
two thoughts. First, the physician contends that pre- 
cision of diagnosis promises small reward for patients, 
especially those with strokes due to cerebral vascular 
disease. Second, neurologic diagnosis is difficult; in 
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the busy life of medical practice, there’s no time io 
spare for learning about a field so tough. 

Having stated his arguments, the doctor sits back 
with all the calm confidence of a Christian gentleman 
holding four aces, and waits to be “called.” 

Yet those arguments invite examination. The first — 
that precision in neurologic diagnosis holds little hope 
for the afflicted—is so specious that it hardly needs an 
answer. It is inconsistent with the fact that physicians 
strove for such precision in diagnosis of cardiovascular 
diseases during many years when little could be done 
directly for those diseases. In a sense, accuracy in car- 
diac diagnoses has promoted the development of 
specific, or at least direct, approaches to treatment. 

Similar rewards are to be expected in neurology. 
Even in the case of “strokes” due to cerebral vascular ab- 
normalities, exact pathologic definitions bring thoughts 
for prevention or treatment of specific lesions. For ex- 
ample, in recent months in GP, a variety of identifiable 
cerebral vascular lesions has been described, and in 
each instance, a therapeutic implication or directive 
was included. Some of this can be quickly appreciated 
in tabular form, as follows: 


CEREBRAL VASCULAR THERAPEUTIC IMPLICATION 
LESION 
Carotid artery throm- Surgical treatment 
bosis 
Basilar artery throm- Anticoagulant drug 
bosis 
Cerebral venous Anticoagulant drug 
thrombosis 
Embolism secondary to Treatment of underlying 
bacterial endocarditis disease 
Encephalomalacia due Prevention of hypoten- 
to hypotension sion, especially in older 
people 


The second argument—that neurologic diagnosis 
is difficult—implies a deficiency on the part of neurol- 
ogists. They know that diagnosis in their field is easier 
than it seems, but with a few notable exceptions, they’ve 
shown conspicuous ineptitude for convincing others 
of this fact. Most of them place their educational efforts 
at levels that may be excellent for training more neurol- 
ogists, but do little to influence family physicians to 
learn more about neurology. Neurologists have a real 
obligation to reappraise their teaching techniques. At 
the same time, family physicians would do well to take 
another look at this “‘difficult” subject. Some things 
can be “learned” without even trying, but neurology 
is not one of them. Maybe it would be a good idea if 
that other look were made through the eyes of a neu- 
rologist-writer like Wartenberg who has a remarkable 
sympathy for those who are ignorant about his field. 
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What's in a Kiss? 


IN A FASCINATING ACCOUNT of the epidemiology of in- 
fectious mononucleosis, Hoagland derives a new hy- 
pothesis to explain the transmission of this disease. As 
reported in the American Journal of the Medical Sci- 
ences for March, 1955, his studies indicate that the 
disease is transmitted by a kiss—not a chaste cousinly 
kiss but the kind the poet had in mind when he called 
it “The sure, sweet cement, glue, and lime of love.” 

For some time the contagiousness of this probably 
viral disease has been in dispute. Efforts to transmit it 
from person to person have been unsuccessful except 
by implausible methods. Epidemics have been reported, 
but when the reports are critically examined, it be- 
comes doubtful that there has ever been an epidemic of 
infectious mononucleosis. Moreover, people in close 
contact with patients having the disease do not con- 
tract it. Certainly it has seemed not to be transmitted 
from person to person by droplet infection after the 
fashion of most respiratory infections. Finally, infec- 

_tious mononucleosis is most prevalent in the late 
teens and the early twenties. It is distinctly not like 
acute contagious (nonvenereal) illnesses which have 
their highest incidence in children. 

Having this background of knowledge about infec- 
tious mononucleosis, Hoagland had an opportunity to 
study its natural history under exceptional environ- 
mental conditions at the U. S. Military Academy. 
There, for six years, he observed young men of the 
vulnerable age group, and the endemic nature of 
mononucleosis was quite apparent. He noted that 
whereas roommates readily acquired respiratory dis- 
eases from each other, they did not share mononu- 
cleosis. Among the cadets, the disease was most prev- 
alent in February and August. 

Finally, Hoagland hit upon a story that explained 
these and other phenomena of this enigmatic disease. 
A cadet who was ill in February recalled that he had 
spent 12 hours in the company of a female medical 
student just before Christmas. During that time, the 
couple had “kissed frequently and, more important, in 
a way to allow mingling of saliva.” Since then, the 
author has found that such kissing experiences ante- 
date the appearance of mononucleosis by about six 
weeks in almost all cases. Occasionally, he believes, 
saliva is transmitted indirectly by an object that is 
quickly passed from mouth to mouth. 

So it is proposed that infectious mononucleosis is 
passed from sex to sex in the intimacy of the lovers’ 
kiss. As Hoagland puts it, this explains why the 
disease is most prevalent between the ages 17 and 26; 
this is the age group most active in osculation and in 
whom perhaps osculation has most action. If he is 


GP ugust 1955 


right, infectious mononucleosis is here to stay until 
someone develops a protection against the infectious 
agent. The alternative, a protection against kissing, 
might be just as effective, but who would buy it? 


More About Cigarettes 


By THIS TIME surely all physicians have learned that 
cigarette smoking was damned again at the June meet- 
ing of the American Medical Association. But this time 
the damnations had a new twist, and there may be 
some physicians who didn’t notice it. It came about 
when Dr. Charles S. Cameron of the American Cancer 
Society said, ‘“The present evidence (linking cigarette 
smoking and lung cancer) places enormous responsi- 
bility on the practicing physician to examine the facts, 
form an opinion and act in his traditional role as cus- 
todian of his patient’s health.” 

‘Well, the facts seem clear enough. A body of statis- 
tical information has been assembled. It points to a re- 
lationship between cigarette smoking (heavy smoking 
especially) and bronchogenic carcinoma as well as can- 
cer of the larynx. The statistical data have been sup- 
ported to a considerable extent by work that shows the 
carcinogenic properties of tobacco smoke in experi- 
mental animals. On the other side of the ledger, of 
course, it has not been possible to prove that smoking 
does not cause cancer. 

The total evidence is entirely circumstantial, but it 
has convinced a lot of people. For example, an Ameri- 
can Cancer Society poll of cancer researchers, chest 
surgeons and pathologists showed that a majority be- 
lieve that heavy cigarette smoking may lead to lung 
cancer. So, when the practicing physician gets ready 
to follow Dr. Cameron’s urging “‘to examine the facts 
(and) form an opinion,” the chances are that he’ll agree 
with that majority. When that happens, what does the 
doctor do next? How does he “act in his traditional 
role as custodian of his patient’s health” ? 

Obviously, the physician is obliged to make some 
kind of recommendation about cigarette smoking. But 
what should that recommendation be? Dr. Ernest 
Wynder’s views on the subject seem helpful. As one 
of the pioneer investigators in this field, he speaks with 
authority on the scientific aspects of the problem. At the 
same time, although he is not a smoker himself, he has 
a realistic attitude toward the practicing physician’s 
difficulties in protecting patients who are smokers. 

Dr. Wynder believes that physicians should do every- 
thing possible to prevent the cigarette habit among 
young people. He proposes too that smokers get best 
protection against cancer by giving up cigarettes. (It’s 
obvious from the records of cigarette sales in the past 


few years that many nonmedical people agree with — 
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him.) Still he knows that banning cigarettes is not 
realistic advice for all smokers. 

For smokers who can’t or won’t give up cigarettes, 
Dr. Wynder believes that some protection can be pro- 
vided by modification of the habit. This would entail 
such measures as moderation or filtration. Moderation 
implies reduction in daily cigarette consumption, but 
similar results are obtained if the smoker consumes less 
of each cigarette he lights. Filtration seems to be a 
tricky thing. As pointed out by Wohlman in JAMA 
for April 9, 1955, there is considerable variation in the 
efficiency of filters. The practicing physician needs to 
be prepared to advise smokers on this point also. 

There is one other hopeful thought. Work is going 
forward on the identification of the carcinogenic 
agent(s) in tobacco smoke. Once identified, perhaps it 
will be possible to remove the carcinogenic substance 
without impairing the pleasurable qualities of the to- 
bacco. That would make everybody happy— including 
the manufacturers of cigarettes. They are reluctant 
still to accept the thought that cigarettes cause cancer. 
In all fairness, they are giving a lot of time and money 
to investigation of all aspects of the problem. 


Make Civil Defense Definite 


THERE’S BEEN a lot of talk about Civil Defense—and 
some planning for it—but almost no action, When you 
mention the subject to practicing physicians, they seem 
convinced that Civil Defense is a dead issue—that 
everybody is too apathetic about it for anything to be 
done. Yet those same physicians are the ones who 
would have to provide medical care in time of disaster. 

Maybe some of the apathy can be overcome by con- 
sideration of an experience that was reported by Dr. 
Stanley W. Olson at the Third Annual National Medi- 
cal Civil Defense Conference held in Atlantic City early 
last June. The report concerned ‘Operation Mercy” — 
a maneuver carried out in Harris County, Texas, dur- 
ing the spring of 1955. 

At the outset, Dr. Olson’s report was surprising be- 
_ cause it emphasized smallness—an attribute not ordi- 
narily associated with Texans. The workers in “‘Opera- 
tion Mercy” had the basic concept that Civil Defense 
has lagged partly because it has been presented to 
everyone as a problem of enormous magnitude. These 
Texans pointed out that ‘Sometimes . . . it is neces- 
sary to break a big problem into small units before 
any solution can be achieved.” In effect, they set out 
to nibble at the problem instead of trying to swallow 
it whole. 

The details of “Operation Mercy” are available in a 
published report as well as in a superb documentary 
film. In brief, the operation entailed these steps: 
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1. Within a 31-day period, in the city of Houst: », 
the Harris County Medical Society prepared a force 
and supplies for the aid of a sister city that might be 
stricken by disaster. Preparations were designed {or 
the care of only 250 casualties. (Implicit in the plan 
was the thought that the Houston mobile force would 
represent only one of many such units that might be 
available in the event of actual disaster.) 

2. On an unannounced date, a surprise alarm was 
sounded. The Houston force was assembled and moved 
90 miles to Beaumont where a nuclear disaster was 
simulated. 

3. The mission was accomplished. 

‘Operation Mercy” had some important lessons for 
people who are worried about the apathetic attitude 
toward Civil Defense. The first has already been men- 
tioned but deserves repeating: Don’t bite off more than 
you can chew. 

The second had to do with methods of preparation. 
Dr. Olson expressed it in approximately these words: 
If you want to develop something for “emergency” use, 
you've got to supply an air of urgency. The Harris 
County doctors did it by limiting their planning stage 
to a scant 31 days. 

The third lesson had to do with personnel. The 
Houston area was found to contain plenty of trained 
and experienced personnel familiar with the operation 
of military hospitals. This suggested that the major 
problem is not that of providing more professional knowl- 
edge regarding the handling of casualties but is ene of 
organizing and implementing a plan for the proper 
utilization of this reservoir of skilled persons. 

Finally, it was learned that when physicians and 
hospitals are asked to participate in a specific activity, 
they are not apathetic about their Civil Defense responsi- 
bilities but on the contrary are enthusiastic and cooperative. 
Perhaps that last lesson is the most important of all— 
to make Civil Defense succeed, make it definite. 


Conservation of Health Resources 


Here Is SOMETHING Dr. Howard A. Rusk wants all 
physicians to think about: 

1. The kind of medical care that is most economical. 
in terms of both money and personnel time, is the kind 
of care that returns the patient to his maximum per- 
formance as rapidly as possible. 

2. Application of the foregoing principle requires 
that a philosophy of rehabilitation be paramount in the 
care of the patient at every stage of his illness. 

3. Practicing physicians have a prime responsibility 
to understand and accept that philosophy, so that they 
may participate in the “team” effort that transforms 
philosophy into action. 
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Dr. Rusk has an obvious reason for advocating these 
principles. If they are applied with maximum effort 
and efficiency, there would be a vast reduction in per- 
sonnel requirements for the care of patients with long- 
term illness. In other words, health resources would be 
conserved for more appropriate purposes. As Chair- 
man of the Health Resources Advisory Committee, 
that’s just what Dr. Rusk wants. 


Every Physician Has Limitations 


“IN THE DIFFICULT CASES, a specialist should be con- 
sulted.” 

That’s a familiar refrain and one that causes some 
general practitioners to feel looked down upon. But 
should it? 

Logic compels us to admit that it does not imply 
per se any basic inferiority of the general man. It is self- 
evident that a physician who devotes his entire time 
and effort to a single field should be better able to handle 
the “‘difficult cases,” or else it is he who would be in- 
ferior. But, alas, logic does not govern our emotions. 
So we sometimes get that feeling of inferiority—or of 
not being given proper recognition for our true worth. 

Analogies are offered in defense of the proposition 
that the general practitioner must indeed be a superior 
practitioner to properly discharge his duties. Consider 
the general manager in business and industry: he con- 
sults specialists about his problems—engineering, ac- 
counting, legal, etc.—but he calls the signals himself 
and draws the top pay. In the publishing field, the same 
is true. The newspaper or magazine publisher hires 
specialists as writers, photographers, printers, binders, 
and advertising and circulation managers; but he runs 
the show! In other words, they all know more than he 
does about their own fields, but they still work for him. 

Somehow this principle has not applied to medicine. 
But it should! When it does—and that day is coming — 
we can all order larger-sized hats. 

Until that time, how can we eliminate this feeling we 
sometimes have of being looked down upon? This is a 
feeling, by the way, which may have had some validity 
ten years ago, but is neither realistic nor particularly 
becoming nowadays. To ‘do something” about nurtur- 
ing « more positive and cheerful self-appraisal of our- 
selves, let’s go back to another oft-quoted expression. 

~ \ competent general practitioner can adequately 
manage 85 per cent of the illnesses.” (Some claim as 
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high a figure as 95 per cent is attainable; but we can 
be conservative—and still hold our heads up.) 

The limits of competence of a good general practi- 
tioner can be shown diagrammatically on the “field” 
of medicine like this: 


AREA OF GENERAL PRACTICE 


This illustrates the scope of general practice as well 
as its limitations—the upper 15 per cent representing 
the aforementioned difficult cases that require specialist 
care. 

Comparing this with the scope of a specialty such as 
pediatrics (which is considered by many as general 
practice in an age group), we can see just where limi- 
tations apply the most: 


Here the scope is of limited breadth, not covering 
adult medicine, obstetrics or surgery. It is true that 
the “top” 15 per cent of difficult pediatric cases is in- 
cluded. However, not only are the complicated surgi- 
cal, obstetric and adult medical cases outside the 
scope of pediatricians, but also a majority of the other 
85 per cent as well. 

All this is well known; but here again, logic often 
gives way to emotion. The “line of limitation” of the 
general practitioner is horizontal and appears to keep 
him down to his level. Whereas the vertical lines of 
limitation for the pediatrician—or for any other spe- 
cialist—merely keep him within his area. 

The psychologic effect of being kept “down” rather 
than “within” seems to override the obvious fact that 
the general practitioner’s area of competence is greater 
than any specialist’s. 

The simple fact is this: every physician has limita- 
tions. Whether they are under a horizontal line or be- 
tween vertical ones has nothing to do with superiority 
or inferiority. A man’s individual ability—whether gen- 
eral practitioner or specialist—is the only true deter- 
minant of competence. 

Every physician who practices within his limitations 
is a good doctor. By that same token, any physician 
who attempts to go beyond his proper scope is an in- 
ferior doctor. The label he bears has nothing to do 
with it. 

—Louts F. Rrrrecmeyer, JR., M.D. 
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Pulmonary embolism is a great mimic of other disorders— 


not all of them pulmonary. Indeed, the respiratory manifestations 


Pulmonary Embolism 


may be greatly overshadowed by symptoms suggesting heart disease 
or cerebral disease. The diagnosis has more than academic interest. 
When a patient is known to have had an episode 

of pulmonary embolism, he is particularly vulnerable to repetition 
| of the attack, and with succeeding episodes, the likelihood 

| of a fatal embolism increases extraordinarily. The total risk 

of thromboembolism is reduced by adequate anticoagulant therapy. 


BY HUGH HUSSEY, M. D. AND SOL KATZ, M. D. 


Washington, D.C. 


Tuis Essay is concerned with the kind of pulmonary 
embolism that results from a lodgement of a blood clot 
in the pulmonary artery or one of its branches. This 
excludes from consideration such things as embolism 
of air, amniotic fluid or other rarer materials that give 
a quite different clinical picture. 

In an earlier article, it was emphasized that throm- 
bosis in the deep veins of the lower extremities should 
always suggest that pulmonary embolism is imminent, 
or may already have taken place. Also, since 95 per 
cent of pulmonary emboli originate from this area, a 
diagnosis of embolism affords inferential support for a 
diagnosis of deep vein thrombosis (Figure 1). Other 
sources for emboli are other veins and the chambers of 
the right side of the heart. 

Clots are likely to form in the heart in the presence 
of rather definite predisposing factors. These are: 
(1) cardiac dilatation and failure (10 to 15 per cent of 
patients with congestive heart failure and pulmonary 
embolism have thrombi in the right side of the heart), 
(2) auricular fibrillation, (3) myocardial infarction, 
(4) the rare instances of bacterial endocarditis of the 
tricuspid or pulmonary valves (Figure 2). Rarely an 
embolus that originates in the veins is swept as far as 
the heart where it becomes lodged (for example, in a 
Chisri’s network or in the pulmonary artery). Subse- 
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quently, portions of this embolus break away and com- 
plete the journey to the lung vessels. As a rule, emboli 
that come from the heart are relatively small. Also, 
patients having cardiac thrombi commonly have 
thrombi in deep veins as well, whether or not this fact 
has been clinically evident. 


Pulmonary Embolism: Pulmonary Infarction 


Clinically, there is a natural tendency to use the 
terms “pulmonary embolism” and “pulmonary infarc- 
tion” interchangeably. Of course they are pathologi- 
cally quite distinct. It has been estimated that only 20 
to 55 per cent of pulmonary emboli result in pul- 
monary infarction. 

The lungs have a dual blood supply—receiving 
blood from the right side of the heart through the pul- 
monary arteries, and from the left side of the heart 
through the bronchial arteries. Infarction is less likely 
to develop unless embolic obstruction of a pulmonary 
artery is attended simultaneously by another factor 
that retards blood flow through the lungs. That addi- 
tional factor usually is passive congestion due to heart 
failure, previous pulmonary vascular obstruction (as 
by embolism) or hypostatic influences of posture. Al- 
though the likelihood of infarction is greater when pul- 
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Figure 1. The vast majority of pulmonary emboli originate in the 
deep veins of the lower extremities. Other sources are the heart and 
other veins. 


Figure 2. Factors that predispose to blood clots in the right side of 
the heart are (1) cardiac dilatation and failure, (2) auricular 
fibrillation, (3) myocardial infarction, (4) bacterial endocarditis 
of the tricuspid or pulmonary valves. 
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monary embolism occurs in the presence of congest:.« 
heart failure, typical infarcts may occur without an'e- 
cedent pulmonary congestion. When infarction docs 
develop, it is a hemorrhagic lesion. 

A second factor that influences the pathologic 
changes is the size of the embolus. A large embolus 
causes acute cor pulmonale or sudden death. Infarcts 
result from emboli of a size to obstruct lobar or lobular 
branches of the pulmonary arteries, while obstruction 
of a very small vessel may not cause infarction because 
of an adequate collateral blood supply. 

Finally, the duration of embolism influences the 
pathologic state, and therefore the clinical findings, for 
a patient may not survive long enough to develop an 
infarct. From the moment of embolism, at least 18 
to 24 hours elapse before an infarct becomes clinically 
evident. 


Recognition of Pulmonary Embolism 


There are several advantages to be derived from 
early diagnosis of pulmonary embolism. Aside from the 
academic satisfaction of accurate diagnosis, recogni- 
tion of this lesion calls for methods of treatment that 
are quite different from those employed in other con- 
ditions with which it is commonly confused. Most 


GP Volume Number ° 


| 
: 
| 
| 
| 
| 
| 


important of all, early diagnosis and prompt treatment 
of pulmonary embolism implies prevention of subse- 
quent episodes. This is a rather special advantage in 
view of the fact that once a patient has had one em- 
bolism, he is particularly vulnerable to repetition of the 
attack, and with succeeding episodes, the likelihood of 
a fatal embolism increases extraordinarily. 

There are various ways of considering the diagnosis 
of pulmonary embolism. The diagnosis is not difficult 
when the symptoms and signs agree with the “text- 
book”’ pattern—sudden chest pain (pleurisy type), 
dyspnea, hemoptysis, fever, signs of consolidation, 
evident venous thrombosis. However, this “typical” 
picture is present in a minority of cases. More often, 
pulmonary embolism mimics other diseases or becomes 
manifest by symptoms other than pulmonary. There- 
fore it is helpful to consider categorically a series of 
syndromes that should suggest the diagnosis. Knowing 
about the relationship of these syndromes to pul- 
monary embolism may stimulate the clinician to “take 
another look” at a patient. A chest film, careful meas- 
urements of the legs, or some other simple diagnostic 
procedure may then bring out a diagnosis of thrombo- 
embolism. 


SYNDROME OF UNEXPLAINED FEVER 


This syndrome is likely to be seen in patients who 
are already sick with some other disease. It is particu- 
larly common in postoperative patients or in those 
with heart failure. 

When fever appears on about the third or fourth 
day after an operation (or sometimes later), thrombo- 
embolism is one of the first thoughts that should enter 
the surgeon’s mind (Figure 3). Equally suggestive is 
fever at any time in the course of heart failure. 

Fever is rarely due to heart failure itself. Besides 
pulmonary embolism, it may be due to pneumonia, 
activity of rheumatic infection or myocardial infarction. 

Nearly always, when pulmonary embolism presents 
as unexplained fever, other signs will be found after 
careful searching. These include at least tachycardia 
and dyspnea or tachypnea. 


CarDIAC SYNDROMES 


When pulmonary embolism is manifested by symp- 
toms and signs that suggest a diagnosis of heart disease, 
usually there is some kind of underlying heart disease. 
For this reason, the fact of the pulmonary vascular 
complication tends to be obscured. 

In cardiac patients, two things especially should 
create suspicion of pulmonary embolism (Figure 4). 
These are sudden aggravation of heart failure or per- 
sisicnce of heart failure in spite of good treatment. 
The suspicion, once created, is reinforced if the pa- 
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Figure 3. Consider embolism when fever appears on the third or 
JSourth postoperative dav. 


Coronary type pain ~ 
MINOR 

Mild icterus. 

Figure 4. 


tient also has low-grade fever or disproportionate tachy - 
cardia or mild icterus or some combination of these 
findings. The jaundice results from liver involvement 
(congestion), systemic anoxia and hypotension, com- 
bined with excessive hemolysis of large volumes of 
blood trapped in the lung. 

Aggravation of Heart Failure. Here the sequence of 
events is as follows: A patient has responded well to 
treatment for congestive heart failure. It seems that the 
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Figure 5. The electrocardiogram from patient having acute cor 
pulmonale (pulmonary embolism). Note right-axis deviation, deep 
Si, prominent Qs, flattened T waves in Vi, Vo, V3. 


failure is not difficult to control. Then, usually abrupt- 
ly, his heart failure worsens for no apparent reason. 
This is an occasion for suspecting pulmonary embolism. 

Persistence of Heart Failure. With modern methods 
of treatment, heart failure usually improves, at least 
initially. .“hen it doesn’t, the clinician must consider 
that he may not be dealing with heart failure at all. 
Perhaps the patient has constrictive pericarditis or an 
obstructed superior vena cava. If these thoughts are 
manifestly incongruous, one or both of two conditions 
are operating. Either the patient’s heart is too severely 
diseased to respond satisfactorily to treatment, or more 
often, some complication is present. Prominent in the 
list of such complications is pulmonary embolism. 

Coronary-Type Pain. It is quite plausible that pul- 
monary embolism should aggravate the symptoms of 
pre-existing coronary artery disease. Thus, angina 
may become more frequent or more intense, or there 
may be a longer episode of pain suggesting myocardial 
infarction (a suggestion that is reinforced when pul- 
monary infarction develops and slight fever and leuko- 
cytosis supervene). 

It is easy to see that blockade of part of the pul- 
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monary circulation by an embolus might provoke 
symptoms of coronary insufficiency. The development 
of shock and the interference with oxygenation of 
blood and the reduced coronary blood flow could read- 
ily do this in a heart in which the supply of oxygen to 
the myocardium has already been jeopardized by coro- 
nary atherosclerosis. Still, even in cases of known 
coronary artery disease, it may be impossible to dis- 
tinguish between coronary insufficiency and pulmo- 
nary hypertensive pain (to be described next). 

Acute Cor Pulmonale. The onset of this syndrome is 
marked by dyspnea, cyanosis and chest pain. The pain 
has a distribution and quality similar to the pain of — 
coronary insufficiency. Thus it is described most often 
as a sense of compression in the anterior part of the 
chest. According to Viar and Harrison, the pain re- 
sults from sudden distention of the pulmonary artery 
as a consequence of obstruction of its branches. These 
authors postulate that, since the pulmonary artery has 
a sensory nerve supply closely related anatomically to 
the nerve supply of the myocardium, it is not surpris- 
ing that acute pulmonary hypertension and coronary 
insufficiency should provoke similar discomforts. 
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Soon after onset of acute cor pulmonale, signs of 
right-sided heart failure are apparent, although they 
may be overlooked unless the examiner is alert. The 
neck veins may be abnormally distended, and the 
yenous pressure is higher than normal. The liver be- 
comes enlarged rather promptly, and it may be painful 
or tender or both. The heart is enlarged. There may be 
a forceful thrust along the left border of the sternum. 
The second sound is accentuated in the pulmonic 
area, and a gallop rhythm often is noted. Pulmonary 
rales of various types and noisy breathing may obscure 
the cardiac findings. The heart rate is fast—the arterial 
bloed pressure usually rather low. 

An electrocardiogram may show right-axis devia- 
tion, a deep S;, prominent Qs, and inversion of T; and 
of the T waves recorded from chest leads over the right 
side of the heart (Vj, V2, V3). The RS-T segment in 
lead I may be depressed and the RS-T in lead III ele- 
vated. The RS-T segments over the right side of the 
precordium may be elevated with reciprocal depression 
over the left side (Figure 5). 

These changes occur in a minority of patients. More 
frequently, the electrocardiogram shows evidence of 
acute coronary insufficiency characterized by RS-T 
depression and inverted T waves in one or more leads. 
These alterations in the electrocardiogram tend to be 
quite transient and presumably escape detection in 
some cases simply because the tracing is not obtained 
opportunely. Occasionally various arrhythmias are 
noted, 

This is a potentially reversible form of heart failure. 
If the patient survives the first stormy days of his ill- 
ness, the trend thereafter is one of steady improve- 
ment to full recovery. 

Chronic Cor Pulmonale. Rarely a patient who has 
had multiple small pulmonary emboli may develop 
such widespread obstruction of small pulmonary arter- 
ies that chronic pulmonary hypertension and chronic 
right ventricular failure result. Recently, Owen and 
co-workers described a dozen such cases. Unless the 
fact of pulmonary embolism has previously been 
known, an etiologic diagnosis is not likely to be made 
in this variety of chronic cor pulmonale. 


PULMONARY SYNDROMES 


In all the syndromes of pulmonary embolism, the 
detection of hemoptysis is a very important clue to the 
correct diagnosis. This is especially true of the pul- 
monary syndromes. Symptoms that otherwise only 
vaguely suggest pulmonary infarction may suddenly 
assume their true significance when the patient 
coughs up some blood. 

“Dry Pleurisy.”” For obvious anatomic reasons, pul- 
monary infarcts are peripherally located. Commonly 
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there is an overlying pleuritis. This pathologic change 
may be responsible for the dominant symptoms. Thus 
the patient may have pleurisy-type pain, a friction rub 
and fever—symptoms that are as suggestive of “dry 
pleurisy” or a patch of pneumonitis as anything else. 

Pleural Effusion. Occasionally in other cases but 
especially in cases of pulmonary infarction complicat- 
ing heart failure, the only obvious evidence of infarc- 
tion may be a pleural effusion. Often this is wrongly 
thought to be simply a transudate secondary to cardiac 
failure. Sometimes a thoracentesis gives the first hint 
of the true diagnosis. This is true when the tap yields a 
bloody fluid. After all, hemorrhagic pleural effusion is 
an uncommon finding except in cancer of the pleura or 
in pulmonary infarction. Not infrequently the effusion 
persists for several weeks. 

Pulmonary Consolidation (“ Pneumonitis”). Pulmon- 
ary infarction and pneumonia have a number of symp- 
toms in common—cough, pleurisy, dyspnea, fever, 
leukocytosis, a fast sedimentation rate and even signs 
of consolidation (Figure 6). It is not surprising, there- 
fore, that pulmonary infarction is often misdiagnosed 
“pneumonia,” especially when there has not been 
gross hemoptysis, or obvious evidence of venous 
thrombosis, or some other finding that alerts the physi- 
cian to the correct diagnosis. 

Sometimes the chest film provides a valuable clue or 
indeed is typical of pulmonary infarction. For known 
anatomic reasons, a pulmonary infarct is conical, hav- 
ing its apex in the direction of the hilum of the lung. 
When the infarct is properly situated so that the x-rays 


Figure 6. Chest film of patient having bilateral pulmonary infarc- 
tion. Initial x-ray interpretation: “bibasilar pneumonitis.” 
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Figure 7 (above). Pulmonary infarcts are typically cone-shaped. In Figure 8 (below). Before infarction has developed as a result of pul- 
the two-dimensional chest film they may appear (a left) triangular monary embolism, the vascular markings of the chest film are 
or (b right) oval or round. absent in the affected area. 
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Figure 9. The costophrenic angle—the most common location of 
pulmonary infarction. 


pass through it at right angles to its long axis, it has a 
typical triangular appearance (Figure 7a). Or in an- 
other situation, with the x-rays in line with the in- 
farct’s long-axis, a round or oval opacity is seen in the 
chest film (Figure 7b). This type of opacity is not quite 
so distinctive, but it is mimicked by few conditions, 
especially if the opacity is known to be a recent devel- 
opment. One other diagnostic finding rarely may be 
detected. When pulmonary embolism has taken place 
but infarction has not resulted, an area of lung may 
appear abnormally radiolucent. This is because vas- 
cular markings have disappeared at this area, distal to 
the site of obstruction of a pulmonary artery (Figure 8). 

However, in the majority of cases of pulmonary in- 
farction, these typical x-ray findings are not discov- 
ered. Irregular shapes are common, simply because the 
long axis of the infarct is not opportunely situated to 
give the triangular or round opacity previously men- 
tioned. Also, infarcts are commonly located at the cos- 
tophrenic angles, and here they produce another kind 
of triangular density—one having its apex directed 
away from the hilum (Figure 9). Finally, infarcts are 
often multiple. Lesions that individually might be rec- 
ognized as infarcts, collectively are more suggestive of 
pneumonia (Figure 10). 

(Ince in a while, a lesion is identified retrospectively 
as in infarct because of the manner of its resolution as 
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Figure 10. A group of infarcts gives an irregular density in the 
chest film—commonly mistaken for pneumonia. 


Figures 110 and b. An infarct heals the way a fan closes. 
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Figures 12a and b (left and center). Opacity at left base due to pul- 
monary infarction. In b, two weeks later, the opacity is horizontal 
and linear—indicating healing. 


pictured in a succession of films. Thus, as an infarct 
heals, it undergoes a reduction in size similar to the 
closing of an umbrella. Or if the analogy is transferred 
to the terms of the two-dimensional chest film, an in- 
farct resolves just the way a lady’s fan closes (Figure 
11). The final linear density may or may not persist. 
However, it should be emphasized that these hori- 
zontal linear markings (plate-like atelectasis) are 
strongly suggestive of a past infarct (Figure 12). 

Elevation of one leaf of the diaphragm is a common 
finding and, when it is combined with pulmonary con- 
solidation, is frequently misinterpreted as atelectasis. 

Moreover, the chest x-ray may be normal for 24 or 
48 hours, following which any of the findings already 
noted may appear. 

The rapidly changing nature of pulmonary infarc- 
tion and multiple bilateral densities are valuable clues 
in the differential diagnosis. 

Lung Abscess; Empyema. The common form of pul- 
monary embolus is an uninfected blood clot. Septic 
emboli produce quite a different clinical effect that was 
discussed in a previous article. The usual pulmonary 
infarct, therefore, is uninfected to begin with, and usu- 
ally it remains uninfected. Rarely, however, a bland 
infarct may become secondarily infected. Then it forms 
a lung abscess. 

Recognition of this pathogenesis for a lung abscess 
may depend upon rather unusual opportunities for 
clinical observation. For example, the lung abscess 
shown in Figure 13 was known to have resulted from a 
bland pulmonary infarct because it was one of a suc- 
cession of pulmonary infarcts that developed in a pa- 
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Figure 13 (right). Fluid-containing cavity in left upper lobe. Rep- 
resents abscess developing in bland pulmonary infarct. 


tient having obvious thrombophlebitis. Incidentally, in 
that case, empyema did not evolve, although it is a 
common complication since this type of abscess is so 
close to the pleura. 

Lung Tumor. When an older man has hemoptysis 
and his chest film shows a pulmonary density, his phy- 
sician is likely to think first of cancer of the lung, par- 
ticularly if the patient has a normal heart and has been 
active and seemingly well. Figure 12a is the chest film 
in such a case. This 69-year-old man began coughing 
up blood while on a vacation in Florida. The physicians 
who attended him there made a diagnosis of lung can- 
cer. Later when he returned to his home, specific 
questioning brought out the fact that he had noticed 
pain and swelling in one leg before the onset of the 
present illness. He had thought that these symptoms 
were a natural consequence of the long automobile 
trip that took him to Florida. In this case, the correct 
diagnosis of pulmonary infarction was facilitated at a 
later date when the worrisome pulmonary opacity re- 
solved (Figure 12b). 

In another similar instance, the correct diagnosis 
remained in doubt because a pulmonary density had 
been known to be present for several months (Figure 
14). In spite of the fact that the lesion had a shape that 
suggests pulmonary infarction, that diagnosis seemed 
unlikely because of the persistence of the lesion. More- 
over, a bronchogram showed obstruction of the bronchi 
supplying the diseased area. The patient underwent 
an exploratory thoracotomy, and the involved portion 
of lung was resected. It turned out to be an organized 
infarct. 
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Figures 14a and b (left and center). Chest films three months apart, 
showing persistent density in left lower lung field, thought to be 
due to neoplasm. Bronchogram ¢ right) shows failure of filling of 
lingula. Resected specimen: organized infarct. 


SHock SYNDROMES 


Syncope. Occasionally, a transient episode of uncon- 
sciousness is the chief sign of pulmonary embolism. 
Usually the embolus is a relatively small one. This syn- 
drome is encountered most often in a patient who has 
been ill with some other disease, such as myocardial 
infarction or a surgical operation. Often enough, the 
syncopal attack seems to have a simple explanation— 
extension of a myocardial infarct, getting out of bed, or 
straining to have a bowel movement. 

Even when the attending physician is especially 
aware of the fact that fainting may be due to pulmo- 
nary embolism, the diagnosis may be difficult. A case in 
point concerns a young woman who was admitted to 
the hospital after she had had two episodes of uncon- 
sciousness during the preceding ten days. She de- 
scribed dyspnea with these attacks but seemed to be 
breathing comfortably otherwise. She supposed that 
she was pregnant because she had missed two men- 
strual periods. Physical examination and routine lab- 
oratory studies were unrevealing, except that it did 
seem probable that she was right about her pregnancy. 
The next day, while she was in the x-ray department 
for a chest film, she began to breathe rapidly and soon 
became unconscious. She appeared to be in shock; the 
blood pressure was unobtainable. In a few minutes, she 
rallied and then seemed all right again. On the third 
hospital day, her case was reviewed in staff conference, 
and a diagnosis of syncope due to hyperventilation 
was offered. A day or two afterward, there was another 
episode of unconsciousness, but this time the patient 
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did not rally. She remained in a state of shock, with 
tachypnea and cyanosis. ‘Then, for the first time, it was 
noted that her right lower extremity was slightly swol- 
len, and a diagnosis of pulmonary embolism was re- 
corded. She died without ever regaining conscious- 
ness. At autopsy, many of the smaller pulmonary ar- 
teries were blocked by pulmonary emboli, and a large 
fresh embolus blocked the main pulmonary artery and 
its major branches. There were one or two small 
infarcts. The emboli had had their origin in the deep 
veins of the pelvis and of the right lower extremity. 
Incidental findings included pregnancy and an agonal 
endocarditis. Even when the diagnosis had been clear- 
ly established, the chest films were unrevealing (Fig- 
ure 15). 

This case demonstrates an additional finding fre- 
quently noted in pulmonary infarction, namely respir- 
atory difficulty quite out of proportion to the area of 
lung involved. Rapid, shallow breathing characteristic 
of hyperpnea results from reflexes arising in intra- 
thoracic receptors. These receptors are stimulated by 
pressure changes in the venae cavae, pulmonary artery, 
lung or pleura that occur when a pulmonary vessel is 
occluded or when infarction ensues. Furthermore, 
dyspnea may result from sensory impulses going to 
cerebral centers. Occasionally, an asthmatic dyspnea 
occurs due to reflex bronchoconstriction. 

Shock. The terminal events in the case just described 
are typical of the profound shock that accompanies 
massive pulmonary embolism. The shock is readily ex- 
plained by the blockade in the pulmonary circulation. 
So little blood passes the blockade that the left ventri- 
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Figure 15. “Negative”? chest 
film in a patient who had 
recently iad several episodes 
of syncope, later discovered 
to have been due to repeated 
pulmonary embolism. 


cle does not fill adequately, and output of blood into 
the aorta is reduced correspondingly and abruptly. 
Other factors contributing to shock are the rise in 
pulmonary artery pressure and stimulation of chemo- 
receptors in the lung both of which may cause reflex 
peripheral vasodilatation. Pooling of large quantities 
of blood in the lung and anoxemia are additional 
factors. 

There may be nothing distinctive in the clinical 
picture to indicate the cause of the shock. Indeed, all 
of the patient’s symptoms and signs may consist simply 
of sudden death. In other instances the diagnosis may 
be inferred from the fact of previous lesser episodes of 
embolism, from evidence of venous thrombosis, or from 
the fact that shock has appeared unexpectedly in a 
patient who is, for some reason, a candidate for pul- 
monary embolism. Disproportionate cyanosis or chest 
pain of the type described under acute cor pulmonale 
may support the inference. In any event, although 
present-day methods of treating shock may sustain the 
patient for a time, recognition of its cause at this-stage 
is rarely rewarding. Efforts might better be devoted to 
remembering the features of venous thrombosis and 
nonlethal syndromes of pulmonary embolism. These 
manifestations of thromboembolism offer a more hope- 
ful prognosis, especially if they are considered pre- 
ludes to fatal embolism, with a view to preventing this 
eventuality by means of prompt treatment. 

Cerebral Effects. When there is pre-existing cerebral 
disease, particularly arteriosclerosis in older patients, 
any condition that causes shock may produce so much 
in the way of brain symptoms that the shock and its 
cause are overshadowed. So it is that the elderly pa- 
tient with pulmonary embolism may present the clini- 
cal picture of localized or generalized convulsions, of a 
hemiplegia or of some other neurologic disorder. 

At the time the patient is first seen by a physician, 
the phase of shock may have passed, so that there is 
little to distinguish the neurologic disease from the 
type that results from exclusively intrinsic changes 
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in the cerebral circulation. In other instances, scone 
signs of shock may still be present. This fact creates 
suspicion that the cerebral disease has an unorthodox 
origin, because shock is rarely a consequence of cere- 
bral apoplexy or any equivalent. In searching for an 
explanation of the shock, in a patient who has no clini- 
cal evidence of blood loss, myocardial infarction and 
pulmonary embolism deserve special diagnostic con- 
sideration. If the need to explain the shock comes to 
mind, the diagnosis is greatly facilitated. As with many 
other situations in medicine, thinking of the possi- 
bility is the first step (sometimes the most difficult one) 
in the diagnostic approach. 


COMBINATIONS OF SYNDROMES 


Within the mathematical limits of the number of 
syndromes already discussed, various combinations of 
symptoms develop in patients having pulmonary em- 
bolism. Then the tendency to confusion in diagnosis 
may be all the stronger unless the diagnostician is 
quick to evaluate one or a few clues. Helpful too is the 
constant remembrance that pulmonary embolism is a 
great mimic. 


Importance of Recognition of Embolism 


A diagnosis of pulmonary embolism obviously has 
more than academic interest. When this diagnosis is 
made, it implies a moderate risk of subsequent non- 
fatal embolism and a slight risk of a subsequent fatal 
episode. Thus, the patient’s situation is temporarily 
precarious. If the embolism has appeared in the pres- 
ence of some underlying disease, his prognosis is man- 
ifestly worse than it would be if only the underlying 
disease were to be considered. 

Paradoxically, a diagnosis of embolism may give the 
physician reason to estimate that the patient’s eventual 
prognosis is, in one sense, better than it would be if 
there were no embolism. For example, consider the 
case of a patient who has hypertensive cardiovascular 
disease with congestive heart failure that has been 
relatively unresponsive to good treatment. In this in- 
stance, if it becomes apparent that the patient has pul- 
monary infarction as a complication, the physician 
might well raise the prognostic expectation a notch 
or two. He anticipates that the patient’s eventual con- 
dition, when recovery from pulmonary infarction is 
complete, will be better than if an equivalent heart 
failure had deveioped in the absence of any compli- 
cation. 

Finally the total risk of thromboembolism is reduced 
by adequate anticoagulant therapy. The earlier the 
diagnosis is made, and the sooner treatment is started. 
the better the patient’s outlook. 
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The commonest innocent murmur of childhood is a systolic 


“vibratory” sound heard best in the third left intercostal space 


near the sternum. Sometimes a loud third heart sound or a venous 


K- hum is mistaken for a diastolic murmur. Close attention 


to auscultatory findings usually is enough to establish 


that these extraneous sounds are indeed “innocent. ”’ 


Diagnosis of Innocent Heart Murmurs in Children 


BY PAUL H. RHODES, M.D. 
University of Colorado School of Medicine, Denver 


ALL MURMURS cannot be labeled clinically, but the ma- 
jority can at least be separated into innocent murmurs 
and murmurs indicative of organic heart disease. The 
American Heart Association has recommended that the 
term “innocent murmur” be used in place of “‘func- 
tional” or “physiologic” murmur. 

The most common innocent murmur heard in chil- 
dren is the parasternal systolic murmur. In 1918 Still 
described a “twanging-string” murmur. Ever since, 
writers have tried to describe the quality of this mur- 
mur, using adjectives such as musical, buzzing, squeaky, 
rasping. Harris and his associates have suggested the 
term “‘vibratory”’ for these nonblowing murmurs, since 
phonocardiographic tracings revealed uniform waves 
such as are produced, not by musical strings, but by 
solid structures, such as a tuning fork. 

The vibratory murmurs in most cases have their point 
of maximal intensity in the third intercostal space at the 
left sternal border. Some will be heard best in the fourth 
interspace, and some between the sternum and the 
apex of the heart. While many of the louder murmurs 
can be heard from the aortic area to the mitral area, 
the point of maximal intensity will usually be found at 
the left sternal border. Innocent murmurs are some- 
times said to be heard best at the apex. In the experi- 
ence of the Rheumatic Fever Diagnostic Service, mur- 
murs that are maximum at the apex are so rarely inno- 
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cent that they should be considered organic until proven 
otherwise. 

In a symposium on cardiovascular diseases published 
in 1954, Cassels states that the parasternal murmurs 
are actually extracardiac in origin, arising in the ar- 
teries of the neck. While this explanation cannot be 
considered as proven, it is true that many innocent 
murmurs are heard quite loudly in the neck and should 
not be taken as evidence of aortic stenosis or some other 
organic condition. 

The intensity of these vibratory murmurs varies be- 
tween grade | and grade 3, most commonly grade 2 (on 
a range of 1 to 6). The pitch of the murmur is usually 
described as medium, being heard better with the bell 
than with the diaphragm. The duration is characteris- 
tically brief, the murmur occupying only the first half 
or two-thirds of systole. The heart tones accompanying 
innocent murmurs are clear and distinct. 

While the vibratory murmurs are occasionally heard 
in infancy, they become prominent after 2 or 3 years of 
age, and are most characteristic between 3 and 7 years. 
Then they gradually diminish in intensity toward ado- 
lescence. Teen-agers seem to have a little different type 
of innocent murmur, with the point of maximal inten- 
sity in the second interspace at the left sternal border 
and the quality less vibratory and a little more blowing. 
It is probable that the adolescent murmur is a transi- 
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Figure 1. Auscultation is the mainstay of the diagnosis of a func- 
i‘ tional murmur. Best adjuncts such as history, ECG and fluoros- 
copy are also helpful. 


tion from the vibratory murmur that the child had ear- 
lier. 

Innocent murmurs are often not heard in the up- 
right position, or are heard better in the supine than in 
the upright position. They are heard better in held ex- 
piration and after exercise. In stating the differences be- 
tween innocent and organic murmurs, two fallacies 
should be eliminated. It is sometimes said that an inno- 
cent murmur disappears after exercise, while an organic 
murmur becomes louder. This is definitely not true in 
the experience of the Rheumatic Fever Diagnostic Serv- 
ice. This clinic has found that most murmurs increase 
with exercise. The other misconception is the judging 
of the significance of murmurs by their intensity. In 
children a typical murmur of mitral insufficiency may 
be of grade 1, while a vibratory murmur may be of grade 
3 or sometimes even grade 4. 

The innocent murmur is probably mistaken most 
often for the murmur of mitral insufficiency. The latter 
is a blowing murmur, of high pitch (heard best with the 
diaphragm), of maximal intensity at the apex, trans- 
mitted toward, into or completely around the axilla to 
the back, depending on its intensity. The mitral first 
sound is usually muffled. In the left lateral position, 
innocent vibratory murmurs are still heard best at the 
sternal border or inside the apex. This difference in lo- 
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cation of the maximum intensity of the murmur is of 
great help in the differential diagnosis. 

The differentiation of the innocent murmur from 
murmurs of various congenital defects is in part possible 
by auscultatory phenomena but frequently requires the 
help of history, ECG, fluoroscopy and sometimes physi- 
ologic data obtained through cardiac catheterization. 
Sometimes a patient may have both an organic and an 
innocent murmur at the same time, thus compounding 
the difficulty of diagnosis. 

The murmur of congenital heart disease that is most 
easily confused with an innocent murmur is that pro- 
duced by an interatrial septal defect. The murmur of an 
atrial septal defect, though of much the same quality as 
an innocent murmur, is well transmitted to the left 
shoulder. The innocent murmur is heard best along the 
lower area of the precordium. The second sound over 
the so-called pulmonic area is usually quite widely 
reduplicated in atrial septal defects, but this can occur 
in normal children. The typical ECG of an atrial septal 
defect reveals an incomplete right bundle branch block. 
Typical fluoroscopy reveals a small aorta, prominent 
and active main pulmonary artery and its branches, 
large right atrium and right ventricle. On occasion all 
the findings are equivocal, and cardiac catheterization 
has to be employed to make the proper conclusion. 
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Figure 2. Misdiagnosis of functional murmurs can foster invalidism. 


Interventricular septal defects produce loud murmurs 
heard best in the third interspace or lower; they are 
rougher than the vibratory murmur and are usually 
accompanied by a thrill. 

Isolated pulmonic stemosis should cause no difficulty 
since it produces a murmur louder than grade 3 in most 
cases, maximum over the pulmonic area, and louder in 
the first interspace than in the third. There is usually 
an associated thrill. Also the pulmonic second sound 
is frequently diminished in valvular pulmonic stenosis. 
The second sound is usually pure and not redupli- 
cated, 

Coarctation of the aorta produces a murmur heard 
best over the base of the heart and especially well at the 
superior aspect of the left axilla and in the left inter- 
scapular area. In all children with murmurs, the fem- 
oral arteries should be palpated and, if they seem 
diminished or absent, the blood pressure in the arms 
and legs taken. In coarctation the blood pressure, as 
measured clinically, is increased in the arms and de- 
creased or absent in the legs. 

Congenital subaortic stenosis produces a rough sys- 
tolic murmur, heard best over the aortic area, upper 
part of the sternum and suprasternal notch, with radia- 
tion into the neck. A thrill is usually present, felt best 
in v1 just above the suprasternal notch. 
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The murmurs described above are of course systolic 
and, if congenital, present in patients who ordinarily 
are not cyanotic. Diastolic murmurs are caused directly 
or indirectly by organic heart disease. Normal findings 
sometimes mistaken for diastolic murmurs are third 
heart sounds and venous hums. 

The third heart sound is quite common at the apex 
in children, is usually inconstant, i.e., heard best at the 
end of inspiration or during expiration, and fading 
away if the breath is held in expiration. An organic 
mid-diastolic murmur should be heard with each heart 
beat regardless of the respiratory cycle, and is some- 
what longer in duration. 

The venous hum is a continuous blowing or hum- 
ming sound heard best over the right side of the neck or 
the right clavicle but sometimes so loud beneath the left 
clavicle as to be mistaken for a patent ductus arteriosus. 
The hum can usually be obliterated wholly or in part by 
turning the head to another position or pressing on the 
right side of the neck. It also changes with change of 
position of the patient, i.e., sitting up or lying down. 

Slight splitting or reduplication of the second sound 
over the pulmonic area is common in children, also 
varying with respiration and position. A reduplication 
of the first sound is also heard frequently, especially in 
the sitting position in young athletes. 
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This is the fourth in a series of the Illinois confer- 
ences on somatopsychic subjects to appear in GP. 
These papers are edited by Marc H. Hollender, 
M.D. The following participated in the present 
conference: Franz G. Alexander, Clinical Pro- 
fessor of Psychiatry, Presiding; Maria Brolley, 
Instructor in Psychiatry; Joseph 8S. Haas, Assistant 
Professor of Ophthalmology; Alfred P. Solomon, 
Clinical Associate Professor of Psychiatry; Edward 
A. Pushkin, Clinical Assistant Professor of Oph- 
thalmology; Marc H. Hollender, Associate Pro- 
fessor of Psychiatry; Francis J. Gerty, Professor 
of Psychiatry and Head of the Department; Beulah 
C. Bosselman, Clinical Associate Professor of Psy- 
chiatry; Donovan G. Wright, Clinical Assistant 
Professor of Psychiatry. 
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The Glaucoma Patient 


SOMATOPSYCHIC CONFERENCE 
OF THE UNIVERSITY OF ILLINOIS, 
COLLEGE OF MEDICINE 


Dr. Two patients were interviewed be- 
cause the first one had so many problems in addition 
to her eye condition that we decided to see a second 
patient with reactions primarily to glaucoma. 

The first patient (Mrs. H.) is a 49-year-old widow, 
whose symptoms of glaucoma began about five years 
ago. Since she had worn glasses since childhood, she 
assumed that when her vision became blurred it was 
because her glasses needed to be changed. She went 
to her optometrist who agreed with her and changed 
them. When the blurring did not clear up after a 
week or two, she went to an opthalmologist who told 
her that she had a bad left eye and that he would treat 
it. With the use of eyedrops, there was some slight 
improvement. 

Then one day she had a sudden attack of very 
severe pain in her right eye. The doctor told her at 
this point that she had glaucoma and would need 
surgery. She stated that she felt that the world caved 
in (Figure 1). She became very frightened about the 
surgery. Although she had heard of glaucoma, she 
had no idea that she herself was suffering from it. 
When the ocular pressure came down, the doctor 
told her that the surgery would not have to be per- 
formed immediately. Six months after the acute episode 
(in February, 1949), she had an operation on the 
left eye. 

After the surgery she decided to seek other help, 
and she came to the Illinois Eye and Ear Infirmary 
on a friend’s recommendation. As soon as she came 
into the clinic, she felt greatly relieved because she 
felt that she was in good hands and would not have 
to take any responsibility—that she could trust the 
clinic doctors completely (Figure 2). 

In October, 1949, surgery was performed on her 
right eye. She then got along quite well until December, 
1952, when symptoms recurred, this time in the form 
of tearing and pain in her right eye. Since January, 
1953, she has been using eyedrops. She states that 
the doctors have mentioned the possibility of more 
surgery. 

Mrs. H. is a very chic woman appearing much 
younger than her age despite completely grey hair. 


GP Volume Number 2 


te 
4 
< 
; 
| 
Way 
/ 
P 
4 
en 


There is no evidence of visual difficulty either in 
appearance or behavior. She has always worked as a 
stenographer, and she stopped working only during 
a one-week period of acute pain and during the time 
she had surgery. She has continued to take short- 
hand and so forth. She impresses me as being extreme- 
ly competent, efficient and intelligent. 

She stated that when she felt well generally, the 
glaucoma was “‘no trial” for her. At first she was very 
sensitive when people asked about her eyes, but now 
she doesn’t let it bother her. She said, “I accept it 
now.” Although she stated that the illness has not 
changed her life in any way, she mentioned that she 
was unable to read. Since this had always been her 
favorite pastime, she misses it. Her social life also 
has become limited because she feels she is “better off 
resting” and therefore she doesn’t go out as much as 
formerly. Then, too, she feels uncomfortable in dim 
light. She finds that she limits herself to her mother’s 
friends, going out in her mother’s circles rather than 
her own. She states rather defensively, that she really 
doesn’t mind this. 

As to her past history: Since the age of 28, she has 
lived with her mother. Her mother is now 80 years 
old and arthritic. Prior to this she had lived with her 
in-laws for a year after her husband died of pneumonia. 
She describes her mother as a very strict, domineering 
and expressive person—one who can express both 
affection and anger openly. At present her mother 
expresses much concern about the patient’s glaucoma. 
As a consequence she tells her mother very little 
about her symptoms and has not told her anything 
about the possibility of more surgery. 

The patient’s father died when she was 7. Prior to 
this, he had been in the Army and was seldom at home, 
so she does not remember anything about him. There 
are two sisters, one 45 years old, married and living 
in Chicago, and another 58 years old, married and 
living in St. Louis. She has always been very close 
to the one living in Chicago and has gained consider- 
able support from her during this illness. She fre- 
quently goes to this sister who encourages her, tells 
her that everything will be all right and that there 
really isn’t too much to worry about. 

Mrs. H. has other complaints. She has suffered 
from migraine headaches for many years. Although 
she describes these as being severe they do not keep 
her from work. They occur about every three weeks. 
She believes they are directly connected with “ner- 
vousness,” but she doesn’t know what makes her 
nervous. 

When she was about 20 years old, she was con- 
stantly tired and ran a slight fever. She consulted a 
doctor who told her that she had a “‘spot on her lung.” 


GP August 1955 


Figure 2. She felt she was in good hands. 


She was hospitalized in a sanitarium, where she re- 
mained at complete bed rest for one year. Since then 
she has had periodic chest x-rays which have always 
been negative. 

Several years ago she had “indigestion.” She was 
told that she had a sluggish gallbladder and was placed 
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Figure 1. She felt that the world caved in. . 
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Figure 3. He felt pretty doggy and down in the dumps. 


on a low-fat diet which she has followed ever since. 
There has been no recurrence of this symptom. 

Four years ago she went to a genitourinary specialist 
because of urinary frequency, and she was told that 
she had polyps in her bladder. She was treated for this. 

About a year ago she had pains in her left hip and 
was told that this was sciatica and that it was due to a 
curvature of her back. Although she occasionally has 
this pain in her left hip, it does not keep her from 
working. 

Last May she began to experience dizzy spells and 
nausea about every three weeks. She went to Billings 
Hospital where she was told that she might have 
Méniére’s Disease and was given medication for about 
four months. The symptoms have not recurred, but 
she is afraid that they might, since she was not told 
that they would not. 

As mentioned before, Mrs. H. believes that if she 
did not have all these other symptoms, having glau- 
coma would not be too bad. She would not worry 
about it, because she is in “good hands.” 

The second patient, (Mr. S.) is a 61-year-old man 
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whose visual difficulty is so great that his wife must 
take him about. In all other respects, he is extremely 
spry and very healthy looking. He talks very glilly 
and directly and quips a good bit. He is a “homey” 
type of person. 

He said that his biggest problem now is not knowing 
exactly where he “stands,” that is, he doesn’t know 
how much sight he should expect to have. He stated 
that one doctor told him he would get some vision 
back, while another said that his present vision is all 
that he will ever have. He commented “If only they 
would tell me: ‘Now, Harry, this is all we can do for 
you,” then I would start learning Braille.” 

At present he can barely make out objects about 
one foot away from him. Sometimes his vision im- 
proves and then he feels very encouraged, but he says 
that most of the time he feels “pretty doggy and down 
in the dumps” (Figure 3). He keeps protesting how- 
ever: “I have got myself used to it now’—that is the 
way he puts it, but then he goes on to say that he just 
sits in a “muddle thinking why don’t they tell me 
the truth. If my sight is gone and they would tell 
me, then I would start getting used to it.” 

In 1950 he had an episode of transient blindness 
of his right eye which did not recur until six months 
later and then only briefly. In August, 1951, he 
started to lose what he calls his “real” vision and 
decided his glasses needed to be changed. The person 
who examined his eyes for glasses sent him to a 
specialist who treated him with eyedrops. 

In November, 1951, he felt something suddenly 
“snap” in his right eye and he experienced a severe 
pounding in his head. His physician told him that he 
needed eye surgery and sent him to the clinic. “The 
right eye was removed” on December 4. The doctors 
told him that they believed they could save the left 
eye. Around Christmas, 1951, his vision in the left eye 
became more impaired, and he has been on eyedrops 
ever since. 

Since November, 1951, when he had the episode 
of what he calls a “snap” in his right eye and the 
“pounding” in his head, he has not worked. He re- 
ceives a disability pension, but he says that if he 
could get back just a little bit of his vision he would 
take any small job, just so he could work. He had 
been employedasan oiler for the Motor Coach Company. 

His daily schedule, since his illness, has primarily 
centered around resting. He gets up, eats breakfast 
and shortly after that goes back to bed for a nap. He 
then gets up for a small lunch. At about 2 o’clock he 
again goes back to bed. He gets up for dinner and 
remains up because that is when the radio programs 
come on. He goes to sleep about 10 o’clock. He states 
that he was a very active man until he became ill. 
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He found it difficult to talk about his early child- 
hood, but he talked quite glibly about his marital 
situation. He stated that he had been unlucky in 
everything except his wife. His mother died of tuber- 
culosis when he was 12, and he was boarded out in 
foster homes until he began to shift for himself at 
about 16 years of age. His father, who had been an 
alcoholic, left the family immediately after the mother 
died. He states that he had been very close to his 
mother, describing himself as ‘“mamma’s boy.” He 
believes that in some way this closeness has been re- 
sponsible for the fact that he has found such good 
women as wives. 

When his first wife died of cancer of the rectum in 
1943, he became quite depressed and went to his 
family doctor thinking there was something physically 
wrong with him. He was told that he felt this way be- 
cause of his wife’s death and also that he needed 
glasses. He remarried shortly after that, but his second 
wife died of heart failure in 1947. He remarried for a 
third time in 1948. He describes each wife as being 
“wonderful and very good to me.” He states that once 
he is certain of how much of his vision will remain, he 
will be able to adjust to it. 

Dr. ALEXANDER: Well, Dr. Haas, would you like to 
express yourself? 

Dr. Haas: The first patient, as you have noted in 
your history, has very little visual handicap, and her 
prospect of maintaining the vision she has is ex- 
cellent. Perhaps some of her peace of mind is due 
to the fact that we have repeatedly reassured her, 
and truthfully so, about the eventual success of 
treatment. 

The second case is one of far-advanced glaucoma. 
Here there is very little likelihood that the vision 
will be maintained or improved. Much of this man’s 
complaint is that he has not been informed consistently 
of his status. I think this often happens when many 
doctors handle a case. There are doctors who believe 
that reassurance is advisable, while others think that 
the patient should be told very frankly that there is no 
hope of regaining vision. 

Dr. ALEXANDER: Is this optimistic attitude we note 
in the first case commonly found with glaucoma 
patients ? 

Dr. Haas: Well, there are many, many different 
types of glaucoma. Some of them we know quite a 
bit about. This first patient has almost a 90 per cent 
chance of maintaining her vision. With the patients 
for whom we can definitely say there is an excellent 
outlook, I think this optimistic attitude is not too 
infrequent. 

Dr. ALEXANDER: Do you see such an optimistic 
attitude even when it is not justified? 


GP August 1955 


Figure 4. The term glaucoma induces patient to self-impose re- 
strictions. 


Dr. Haas: I have found it to be relatively rare. I 
think that associated with the diagnosis of glaucoma 
there is very commonly a marked depression. 

Dr. Browtey: I don’t know the exact extent of her 
visual defect, but in spite of the optimistic outlook 
for her, it has affected her so that she has limited her 
activities. 

Dr. Haas: There probably is some self-limitation in 
many patients when it isn’t necessary in spite of re- 
peated reassurance. I have personally reassured the 
first patient many times. I don’t feel there is any 
need at all for restrictions, and any limitations have 
been self-imposed. 

Dr. Sotomon: Do you think she is able to read? 

Dr. Haas: I know she is able to read. She performs 
as a stenographer without handicap. She has perfectly 
normal vision—20/20 in each eye. There is no field 
limitation. 

Dr. PusHkin: Don’t you think some self-restriction 
stems from the fact that glaucoma is a very broad term, 
and it makes a person think in terms of impending 
blindness. It is difficult to explain to a patient that she 
has the most favorable type of glaucoma and one that 
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lends itself to surgery and the prevention of subsequent 
attacks. That type we sometimes speak of as being cur- 
able. The mere fact that the term glaucoma is used, 
and the connotation it has, induces patients to self- 
impose restrictions (Figure 4). 

Dr. Haas: Of course, this first patient has really had 
a rather hard life, if I may use the term. 

Dr. ALEXANDER: You mean she takes advantage of 
her illness to relax more? Is that the idea? 

Dr. Haas: I doubt if she truly relaxes. I think she is 
a rather tense person. 

Dr. ALEXANDER: Is tenseness a common finding with 
these patients ? 

Dr. Haas: I think with this type of glaucoma it is 
extremely common. I think it is almost part of the 
picture. 

Dr. Ho.enper: I wonder about this woman’s self- 
imposed restrictions when it comes to reading. Won’t 
some glaucoma patients, regardless of what is told to 
them, worry about loss of vision? Perhaps they feel 
that they protect against the loss by conserving vision. 

Dr. PusHkin: The question is frequently asked by 
patients: “Should I limit the use of my eyes?” Actu- 
ally it doesn’t make any difference. The eye is there to 
use, and excessive use from time to time has little or no 
bearing on the progress of the disease. Nearly every 
time patients come in for their periodic checks they 
ask you to repeat that it is all right for them to read. 
They are encouraged to use their eyes to the fullest 
extent. 

Dr. Hotenper: | was thinking that cutting down on 
reading is something that patients can do themselves. 
Perhaps it has some psychoeconomic function for them 
in terms of the fact that here is something concrete 
they can do, and thus it may serve to ameliorate some 
of their tension and worry about the ultimate outcome 
of their illness. 

Dr. Pusukin: That may be the rationale. We try to 
combat it by assuring them over and over again that 
they can use their eyes as they have been wont to do. 

Dr. ALEXANDER: You agree, though, that there are 
very different reactions to glaucoma, depending upon 
the personality of the patients. Is that correct ? 

Dr. Pusukin: I imagine that the reaction varies with 
the personality of the individual. 

Dr. ALEXANDER: A few years ago in Dr. Gradle’s 
clinic, a member of the staff of the Institute for Psycho- 
analysis, Dr. Piers, made a study of about 50 cases to 
see whether there were personality features which pre- 
disposed to the development of glaucoma. He found a 
few interesting things. One was that usually these pa- 
tients are of the worrier type—tense individuals who 
do not relax easily. The common complication was 
migraine headache. One of these patients has it. 
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Is it correct that glaucoma occurs in the patient 
with a previous history of migraine headaches? 

Dr. Haas: It would be well to classify the types of 
glaucoma. Even in regard to the primary glaucomas, 
which constitute the great majority of all glaucomas, 
there has gradually evolved the concept that there are 
two types. One is a much smaller group in which pa- 
tients usually experience the sudden acute form of 
glaucoma. They are commonly worriers—tense indi- 
viduals—and frequently, I believe, have associated 
migraine. 

Dr. ALEXANDER: Yes. 

Dr. Haas: They constitute 10 or 15 per cent of the 
primary glaucomas. 

Dr. ALEXANDER: Oh, is it as low as that? 

Dr. Haas: Then there is the very large group of the 
primary glaucomas known as chronic glaucoma. | be- 
lieve that if you analyzed this group of glaucomas, you 
would find that they reflect a cross section of the popu- 
lation rather than any one pattern. I think in Dr. Piers’ 
study of the smaller group, you would find the patients 
tense, all rather bound up and perhaps, on the whole, 
more intelligent than the other group. The larger 
group would be a routine run-of-the-mill group. Some 
might and some might not have migraine headaches 
associated with their glaucoma. 

Dr. ALEXANDER: Would you tell us about the present 
status of our knowledge concerning the etiology of this 
eye disease? 

Dr. Haas: Dr. Pushkin and I were just discussing 
this before the meeting began. There is a great diver- 
sity of opinion, but I think that the majority of ophthal- 
mologists now believe that the first type of glaucoma, 
the acute congestive form, is due to a sudden cessation 
of outflow from the eye. In other words, there is a sud- 
den occlusion of the outflow mechanism of the eye. 
and the tension rises rapidly and markedly. It is an 
acute emergency. It may or may not be preceded by a 
warning. Sometimes it comes out of the blue, and there 
is no recognition of trouble before the acute emergency 
occurs. Now this type, fortunately, is kind to the pa- 
tient inasmuch as it has an extremely good prognosis 
if it is caught early enough (Figure 5). 

The other type is an insidious disease (Figure 6). 
The patient is totally unaware that he has it, and usu- 
ally it is several years before he becomes aware of it. 

Dr. ALEXANDER: Even the prodromal symptoms? 

Dr. Haas: There is no prodrome. The only symp- 
tom is a gradual loss of vision. Since it is a peripheral 
loss, the patient is unaware of it until it strikes the 
center of the eye. Asa result, often we do not see these 
patients until the process in one eye is very far ad- 
vanced. There is no pain, no redness—nothing but a 
gradual loss of vision. 
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In this group, even when the process is discovered 
and treated promptly, the prognosis is not nearly so 
good as it is in the acute form. When caught early, 
treatment can be satisfactory. When seen at a late 
stage all of our treatment, even surgery, is practically 
of no avail. 

Dr. ALEXANDER: I remember that Dr. Gradle, many 
years ago, told us that according to one school of 
thought there is some anatomic peculiarity in the 
chamber—that is, the angle is—. 

Dr. Haas: Shallow. That is the first group. It is 
known now as shallow-angle or narrow-angle glaucoma. 
The angle of the other group, which is now known as 
open or wide-angle glaucoma, in no way differs from 
the normal eye. 

Dr. ALEXANDER: That is more a systemic disease, 
not a local— 

Dr. Haas: Well, it may be tied up with a systemic 
condition. I think it probably is a problem of senility 
of the eye—the eye is growing old and arteriosclerotic 
—but we don’t know the exact cause of this second 
form of glaucoma. 

Dr. ALEXANDER: What is the correlation with hyper- 
tension ? 

Dr. Haas: We have never been able to find a definite 
correlation. 

Dr. PusHxin: With one exception, possibly, and 
that would be that patients with glaucoma and high 
blood pressure may be able to preserve their field of 
vision for a much longer period of time than patients 
with glaucoma and normal blood pressure. This is also 
an exception to the rule, and we have only a record of 
one such case. There may be others of which we are 
unaware. 

Dr. AtexanpeR: Dr. Haas, I believe that you said 
that severe depressive reactions are commonly seen in 
patients with glaucoma. 

Dr. Haas: Well, in the first group, they are not very 
common because we say to these patients : “Your prog- 
nosis is excellent. You have a 95 per cent chance of 
having your vision restored.” If we restore it, then 
they almost always keep it for years. We have patients 
in this group whom we have followed for 15 or 20 
years, who go on and lead normal lives. 

Most of the severe psychic problems occur in the 
second group. I have only been able to correlate it with 
the amount of knowledge that the patient has acquired 
about the disease. If you tell a patient: “You have 
glaucoma,” and he knows nothing about the disease, 
it doesn’t bother him. We must then explain the con- 
dition to him to get him to follow the treatment. On 
the other hand, if he has heard about glaucoma—if he 
has members of his family, as many of them do, who 
have gone blind with glaucoma—they have a very 
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Figure 5. The first type of glaucoma may or may not be preceded 
by a warning and has a favorable prognosis. 


Figure 6. The second type of glaucoma is an insidious disease. 


serious problem. If they manage to read much about 
glaucoma they often become confused. Most of the 
literature is pretty depressing, too. 

Dr. ALEXANDER: There is a psychiatric myth that 
generally blind people have a better disposition, are 
more optimistic and more stoic than deaf people. What 
do you think are the grounds for that? 

Dr. Haas: I am not very familiar with deaf people. 

Dr. ALEXANDER: But wouldn’t you find that glaucoma 
patients are particularly stoic or optimistic on the 
whole, speaking again of the larger group? 

Dr. Haas: I think it depends upon the age at which 
the sensation is lost. It seems that patients up in years 
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have an extremely difficult time adjusting to a blind 
life. 

Dr. Houtenper: In this connection I would like to 
recount my experience interviewing people with glau- 
coma at a home for the aged. Nineteen people out of a 
population of approximately 200 suffer from this eye 
disease. One observation, in connection with blindness 
and deafness, is the following: Last week I interviewed 
a man who has lost an appreciable amount of vision— 
to the extent that he has to feel the chair even to find 
it to sit down. At the same time, he has become very 
hard of hearing. He complained much more of the dif- 
ficulty with his hearing than he did of the impairment 
of his sight. He said, “If I could hear, I could still con- 
verse with people. I could chat and be with people. My 
blindness wouldn’t cut me off because there are people 
who would take me places.” This is a special condition 
since the man lives within a home for the aged. 

Also, in connection with the people I have seen at 
the home, there have been two extremes. On the one 
hand, there are individuals who say, “If I lose the little 
remaining vision I have, I am going to kill myself and 
no one is going to stop me. It is all right as long as I 
still can find my way around the corridors.” At the 
other end, I have seen people who very placidly accept 
their blindness. It even suits them very well. These 
people have always been very dependent. Now they 
have a better claim than before to have others take care 
of them and look after them. 

Dr. ALeExanpER: Dr. Gerty, would you like to 
comment ? 

Dr. Gerry: I have always had the notion that a per- 
son who was blind from birth or who became blind 
early in life was of a happier disposition than one who 
was deaf. I think the reaction would be quite different 
when a person loses his sight later. I have nothing really 
to offer on this except speculations. Our experience, in 
general, would fit in with the idea that a tense, striving 
kind of a person who suffers an attack—such as the 
ones described in the smaller group of primary glauco- 
mas—probably is the type of person who can adjust to 
difficulties much better than the general run of people. 
As I understand, the spread in the larger group—the 
85 per cent group—seems, on casual observation, to 
represent all kinds of personality types. You detect 
nothing in the background history of these people 
which would lead you to say: ‘Well, we might have 
expected that possibly they would develop this kind of 
a problem.” I don’t know whether there are any studies 
which throw much light on this matter. 

Dr. ALEXANDER: When I looked through the psy- 
chiatric literature at the time Dr. Piers did his study, I 
was quite amazed to note how few sound observations 
were published. 
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Dr. BossetMAn: I haven’t anything to add except, uf 
course, to emphasize the fact that people do differ in 
the importance which vision has to them as compared 
to auditory contact with the world. I suspect that a 
person who, so to speak, has always seen the world 
rather than heard it—to whom seeing has been more 
important than hearing—would have a more marked 
reaction to any form of blindness than a person to 
whom hearing has been more important. And, vice 
versa, the person to whom hearing is very important 
reacts badly to deafness. I don’t know whether there 
are any studies to bear that out, but it seems to be just 
common sense. Of course, that would be only one factor 
that would determine the reaction. Another would be 
the factor that has already been brought out: the de- 
pendent tendencies of the individual and his willing- 
ness to accept a handicapped role. 

Dr. Gerty: There is one thing that strikes me as 
negative and yet it may be a negative quantity of some 
importance. In a fairly extensive general psychiatric 
practice, [ haven’t been called to see patients with 
glaucoma and yet people with all sorts of other chronic 
and progressive disabilities are the subject of frequent 
consultation. 

Dr. ALEXANDER: I think a similar observation which 
might not be entirely up to date is that it is quite un- 
usual for glaucoma patients to have a superimposed 
hysterical aggravation of their symptoms—a condition 
which is so common with deaf people. 

Dr. Haas: I don’t think I have ever seen such a case. 

Dr. Pusuxin: No. I have seen hysterical blindness 
but it never was associated with an organic disturbance. 

Dr. Wricut: For several months I have been asso- 
ciated with ‘The Lighthouse for the Blind” where I 
have been working with a number of such people. I 
haven’t gotten far enough to formulate definite ideas 
but certain things have been of interest to me. Dr. 
Lederer and I have spoken of some of the reactions of 
deaf individuals. They tend to feel oftentimes that their 
disability is worse because people don’t pay much at- 
tention to them. 

Blind people get much more attention and sympathy 
(Figure 7). On the other hand, people who are blind 
sometimes feel that there is too much of a tendency to 
sympathize with them and to shove a cup in their hand 
and make a beggar of them. This is one of the things 
that the “Lighthouse” has tried to counteract by get- 
ting the blind to take care of themselves, to get around 
with a cane or with a dog and so on. 

Another thing that makes a difference in the reaction 
to the disability is the age at which the blindness be- 
gan. In many instances when individuals are blind 
from a very young age, the family shields them and 
keeps them out of general society (Figure 8), some- 
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times to such a degree that they even have been unable 
to cross the street or to go around the yard without 
the help of a member of the family. 

So, in general, I believe that there is no specific re- 
action to blindness among the people I have seen. It is 
strictly an individual affair. It does vary considerably 
depending upon the time it appeared, the type of dis- 
ability and the chances of remedying it by surgery. In 
many instances where the individual was certainly in- 
telligent enough to do things, he was very passive and 
had to be pushed, at least to get him started. 

Dr. ALEXANDER: You bring up an important point. 
If you want to study the psychologic implications of a 
disability, you must also consider the reactions of other 
people to the disability. It is very interesting how sel- 
dom you encounter cruelty or hear cynical jokes about 
the blind, whereas both are very common in relation 
to the deaf. Deafness obviously irritates people in the 
environment (Figure 9). You must shout and that is 
irritating. You do not know whether or not what you 
said was heard, so the hard-of-hearing person can abuse 
his deafness. He doesn’t hear when he doesn’t want to, 
and he hears when he wants to: Then, too, people 
sometimes exploit a person’s deafness. If they don’t 
want him to hear they simply talk in a low voice. Simi- 
lar things could be done with the blind, but people 
don’t do them. There is a greater feeling of sympathy 
for the blind. That probably influences the blind per- 
son’s own psychology and interpersonal relationships. 

Dr. Haas: Another factor that should be brought 
out is that perhaps the reason why many of these people 
have done so well is because there are many bureaus 


and organizations which have been set up to aid in 


their adjustment. There are state and federal bureaus 
that offer free training in Braille and furnish books that 
can be heard rather than read. Most ophthalmologists 
would not think of letting a blind person walk out of 
the office without being informed of the many bureaus 
that will help in his adjustment. 

Dr. ALEXANDER: This greater sympathy is probably 
based on the fact that, as we psychoanalysts say, the 
eye is a much more libidinized (eroticized) organ than 
the ear. We use expressions such as: ‘The apple of the 
eye,” “I cherish him like my own eyesight.”’ We do not 
have similar expressions in reference to the ear. 

We also know from psychopathology and ethnology 
that blinding is a very important punitive act. You will 
still find it in books on ethnology and anthropology. 
There is the old Tartar method of blinding a person 
by holding a heated steel blade before his eyes. These 
things are all well known to us. So the psychology of 
sight and hearing is quite different. 

Hearing is also a passive function. You can’t shut 
your cars to the world. You are defenseless against 
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Figure 7. Blind people get much more attention and sympathy. 


Figure 8. Many times individuals who are blind from a very young 
age are shielded by the family and kept out of general society. 
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Figure 9. Deafness irritates people in the environment and deaf 
people are more suspicious of them. 


noise. When you want to sleep you close your eyes, 
but you can’t close your ears. The ear, as some early 
psychoanalytic writers emphasize, is a masochistic or- 
gan whereas the eye is a source of pleasure. The pleas- 
ant hallucinations in psychotics are more often—though 
not exclusively—visual; unpleasant hallucinations are 
usually auditory—of menacing voices, noise, etc. 
Dr. Gerry: In connection with psychiatric consulta- 
tion, cataract cases are the ones in which I’ve been 
called. I have never been called to St. Luke’s to see a 
glaucoma case—or ever at the Cook County Hospital. 
Dr. Ho.enper: I would like to dwell for a moment 
on a point that Dr. Wright made because I think it is 
very important in connection with the adjustment of 
the person who loses his sight, namely, that loss of 
sight, as it has been stated by a number of people here 
as well as by Dr. Wright, is something that evokes 
sympathy in others whereas loss of hearing does not. 
That has been brought out very strikingly by a number 
of people I have talked to who had severe visual handi- 
caps. These people talked about how kind the world 
was to them. They never realized how kind the world 
was until they lost their sight. Everyone was so willing 
to help them and everyone went out of his way for 
them. These were the people who could accept 
sympathy. 
I would like to go back now for one moment and ask 
a question. I would like to know whether it is the rou- 
tine practice of ophthalmologists to tell the patient 
that he has glaucoma. That is to use the term glaucoma. 
Dr. Haas: To my understanding, I think it is the 
routine practice. I think it is the practice not only to 
tell him that it is a glaucoma but to spend some time 
explaining the disease to him. Actually the total co- 
operation of the patient is extremely important in the 
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treatment of glaucoma, and only when there is an un- 
derstanding of the condition can you expect to get that 
cooperation. 

Dr. ALEXANDER: Because of timing of surgical 
intervention ? 

Dr. Haas: The moment the diagnosis of glaucoma 
is made, the patient has to expect to receive treatment 
for the rest of his life. The treatment, besides surgical 
procedures, is a daily treatment, sometimes involving 
medication four times a day. It is important that the 
routine be followed rigidly. One can hardly expect an 
intelligent human being to go through all this trouble 
without understanding the reason for it. 

Dr. Pusukxin: I think it is desirable, too, for the 
ophthalmologist to spend a little time explaining the 
disease rather than for the patient to suspect that he 
has the disease and to pick up information through the 
lay literature which is so terribly misinforming. 

Dr. ALEXANDER: To return to the case histories, 
there is one question in my mind. In the first patient, 
the operation took place half a year after the symptoms 
developed. Isn’t it important to operate before there 
is serious damage ? 

Dr. Haas: This first patient, to the best of my know!- 
edge, has had no serious damage. That is because this 
first group is the type that Dr. Gradle would say had 
prodromal symptoms. Very often those symptoms are 
completely self-limiting. There was a psychiatrist at 
New York Hospital who was able, by creating emotion- 
ally stressful situations for this group of patients, to 
evoke these prodromal symptoms. In other words, by 
recreating some extremely aggravating situation he 
could make the ocular pressure go up precipitously, 
and then by calming the patient he could get the ten- 
sion to drop again. This is fairly characteristic for this 
disease. It will go up and down precipituously for some 
time until eventually an acute attack occurs. 

Now during these prodromal, precipitous, self-lim- 
ited rises, no definite damage is done. It is only during 
a prolonged attack that damage is done. Very frequent- 
ly, we do not operate these patients immediately upon 
discovering the disease because they may be medically 
controlled. Medicine may control them for one year or 
for ten years before surgery becomes necessary. 

Dr. ALEXANDER: But these emotional fluctuations of 
the symptoms are not observed in the other group? 

Dr. Haas: In the other group I don’t think there 1s 
any correlation with emotions. 

Dr. ALEXANDER: They are two different diseases, are 
they not? 

Dr. Haas: That would be my opinion. I think that 
is the opinion of most observers. These are two sepa- 
rate entities that, because of previous ignorance, have 
been grouped under the term, primary glaucoma. 
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Diffuse Interstitial Fibrosis 
of the Lungs 
(Hamman-Rich Syndrome) 


BY SOL KATZ, M.D. 


Dirruse interstitial fibrosis of the lungs is a disease of 
unknown cause. It is characterized by cough, dyspnea 
and cyanosis associated with a paucity of pulmonary 
physical findings. The condition may be acute or 
chronic and usually pursues a progressive afebrile 
course frequently terminating in cor pulmonale. 

The most important distinguishing feature of this 
disorder is the microscopic pattern showing extensive 
involvement of the interstitial tissue by fibrous pro- 
liferation. The avelolar walls are greatly thickened by 
an intense fibroblastic response and are lined by 
cuboidal cells. The alveoli may contain a thin fibrinous 
exudate in which round cells and exfoliated alveolar 
lining cells may be seen. On the basis of these path- 
ologic findings, there is profound pulmonary insuf- 
ficiency due to interference with the transfer of oxygen 
across the alveolar membrane. There is also perivas- 
cular and peribronchial fibrosis. The pulmonary ar- 
terioles often show subintimal proliferation. The 
mediastinal lymph nodes may be enlarged due to 
reticuloendothelial hyperplasia. 

The roentgenographic pattern consists of prominent 
lung markings having a linear appearance and con- 
verging toward the hilar regions. In addition there is a 
fine reticulation due to involvement of the finer septa. 
There are superimposed stippled nodular densities 
which may coalesce in the late stages. Although the 
findings may be diffuse from the onset, at times the 
process begins in the bases and then spreads progres- 
sively throughout the lungs. The mediastinum may be 
widened by vascular prominence as well as enlarged 
lymph nodes. Diaphragmatic motion is often limited, 
especially on expiration, due to the stiffness of the 
lungs with failure of elastic recoil. During inspiration, 
the mediastinum may appear widened (normally it 
narrows during inspiration). In addition, the tracheal 
shadow may widen on inspiration. Small pleural effu- 
sions may be present. The heart is poorly delineated 
or there is right ventricular dominance. 

The x-ray findings are not diagnostic. A similar ap- 
pearance may be seen in the many diseases that pro- 
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Figure 1 (/eft). Diffuse linear and reticular opacities throughout both 
lung fields. Bilateral enlargement of hilar nodes and cardiac en- 
largement. Diagnosis: interstitial fibrosis. 


Figure 2 (right). Diffuse nodular densities in both lungs, due to inter- 


Figure 3. Microscopic picture (lung biopsy) of diffuse interstitial 
fibrosis. There is marked fibrous proliferation of the interstitial 
tissue and thickening of the alveolar walls. 


duce diffuse pulmonary densities. Although the disease 
can be suspected on clinical grounds, a precise diag- 
nosis can be made only by examination of lung tissue 
obtained by biopsy or autopsy. 

The use of corticotrophin (ACTH) or cortisone may 
cause great clinical improvement, but explosive exacer- 
bations have been reported in some patients after 
cessation of such therapy. 
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Some doctors could never be happy in the country. 

For those who think they might be, rural practice 

has many advantages and almost no undesirable features. 

Not the least advantage is the feeling of personal accomplishment 
that comes with successful independent work. 


The Challenge of Rural Practice 


‘ BY J. ROY GUYTHER, M.D. 
Mechanicsville, Maryland 


a RURAL PRACTITIONERS are almost without exception 
i: general practitioners in the true sense of the term. 
. Though they are subject to many demands for solu- 


tions to varied medical problems, this does not imply 
that their service is superficial, incomplete or inad- 
equate. The modern rural practitioner is far removed 
from the old “horse and buggy doctor.” 

In preparation for this essay, I searched for statistics 
on the types of practice chosen by the present-day 
graduates of medical schools. The most recent and 
reliable information was contained in an article by Dr. 
H. C. Weiskotten, chairman of the American Medical 
Association’s Council on Medical Education and Hos- 
pitals. 

Weiskotten and Altenderfer summarized the trends 
in medical practice based on questionnaires to gradu- 
ates in medicine up to 1940. Five to ten years must 
elapse from the date of graduation before final tabula- 
tions on types of practice are valid. They noted that a 
sharp decrease had occurred in the percentage of phy- 
sicians who were practicing in communities of less 
than 5,000. 

That group declined from 26 per cent of the gradu- 
ates in 1930 to 13 per cent in 1940. In general, the 
medical schools with the best reputations as centers of 
learning had the smallest percentage of graduates who 
settled in smaller communities. 
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The mark of distinction has been placed on the insti- 
tutions which produce the research workers, teachers 
and specialists. For the over-all good of the American 
people, is this a fair measure of a successful educational 
program? If all the medical schools strive to educate 
leaders in the field, who will be the bearers of the bur- 
den? Who will form the first line of defense against 
illness ? 

All will agree that it is imperative to have an ad- 
equate supply of general practitioners in both rural and 
urban communities. The American people want and 
need general practitioners. It is as important to study 
the physical and emotional needs of patients through 
the wide-angle lens of the general practitioner as it 1s 
to study special problems through the high-power, oil- 
immersion lens of the specialist. 

There is need for specialists too; my arguments 
should in no way detract from their valuable service, 
which I utilize several times each week. However, | 
would like to lend support to one of the outstanding 
general practitioners of the day, Dr. Stanley R. Tru- 
man, who made a plea for a “balanced medical com- 
munity.”” This balance should provide about 60 to 70 
per cent general practitioners and 30 to 40 per cent 
specialists. 

Notable efforts are being made in some states to 
achieve this balance. Scholarships to rural students, 
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preceptorship programs and physician-placement serv- 
ices are being used to increase the number of rural 
practitioners. These efforts must be intensified where 
they exist and inaugurated where there are no pro- 
grams in effect; because if the country doctor disap- 
pears, some of the great strides made in American 
medicine will disappear with him. An increase in fetal 


and maternal mortality will be noted. Early diagnosis— 


the key to successful management of many conditions— 
will falter. There will be neglected emergencies, de- 
layed surgery and an increasing clamor for our pater- 
nalistic government to provide for the neglected seg- 
ment of the population. 

Well over 40 per cent of the population of the United 
States lives in rural areas, but 40 per cent of the physi- 
cians are not establishing rural practices. Why do doc- 
tors today shun country practice? There are four rea- 
sons most frequently given: 

1. Economic aspects: There is a general tendency to 
feel that specialization will provide a more satisfactory 
income. 

2. Professional isolation: Many young doctors feel 
they will bury themselves in rural areas and deteriorate 
in professional ability, lose contact with new advances 
and “‘go to seed.” 

3. Social isolation (especially as regards the doctor’s 
family) : Social contacts, entertainment and education- 
al facilities are thought to be inaccessible. 

4. Inadequate facilities: It is assumed that as good a 
grade of medicine cannot be practiced away from the 
medical centers and without the ready availability of 
laboratory aids, consultants and special facilities. 

Regarding the economic return, the opportunity to 
rapidly build up a thriving practice without the long 
waiting period so necessary in a city, and the absence 
of competition for patients, go a long way toward 
equalizing any actual differences that may exist. An 
active and alert rural practitioner, without any taint of 
commercialism, can net $20,000 a year if he so desires. 
This does not mean gouging patients. Modest fees such 
as $3.00 an office visit, $5.00 a house call and $60.00 
for a maternity case are representative charges. Faith- 
ful attention to the patient’s needs is all that is 
necessary. 

The second objection to rural practice, professional 
isolation, is purely a matter of personal initiative. The 
American Academy of General Practice requires 50 
hours a year of postgraduate study for its members, 
and this is not a difficult requirement to satisfy. Read- 
ing journals and attendance at county, state and na- 
tional medical conventions will keep a man well in- 
formed. Even an occasional refresher course may be 
easily arranged by trading coverage with a colleague. 
When this is not possible, many resourceful practi- 
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tioners arrange for a consultant to visit their offices at 
regular intervals to confer on unusual problems. It is a 
valuable arrangement for the busy practitioner and 
usually an interesting experience for the consultant. 
Modified group practice, especially with two or three 
congenial men forming a partnership, will solve many 
of the disadvantages of rural practice. More adequate 
patient coverage, better control of time, interchange of 
ideas and arrangements for vacation and postgraduate 
study are provided by such an arrangement. 

With respect to the third objection (social isolation) , 
there are certain people who would not be happy in the 
country no matter what it offered. A superabundance 
of social functions would not make them happy, be- 
cause they are basically integrated and adapted to city 
life, and that is where they belong. There are also 
many young physicians who dislike the pressures and 
tensions of urban life, but they need encouragement to 
undertake a change in their location. A man who pos- 
sesses sufficient emotional maturity to be satisfied with 
the accomplishments and rewards of rural practice— 
one who does not feel the need to become a “‘big shot” 
—can find in a rural community, in almost any locality, 
satisfactory social outlets for himself and good educa- 
tion for his children. 

Last on the list of the four objections is the lack of 
adequate facilities in rural areas. Here again, individual 
initiative will supply these facilities. A properly 
equipped office with sufficient help from a secretary, 
nurse and perhaps a laboratory technician will meet 
the needs for all but the most unusual conditions. Nine 
out of ten problems in general practice can be solved 
with the aid of the often stressed, careful history and 
physical examination, with the added resourceful use 
of simple tests. Here is the challenge. Ofien one must 
make an urgent diagnosis without laboratory aid. There 
is a strong tendency today, and an expensive one for 
the patient, to lean too heavily on x-ray and clinical 
laboratory techniques and to neglect use of the senses. 
When special studies are indicated, they can be easily 
secured. Tissue analysis is as near as the closest post 
office. Few sections of the country are without some 
hospital facilities, and rapid advancement is being 
made to provide all areas that are inadequately sup- 
plied. 

Now consider a more realistic reason so many young 
physicians are not inclined to undertake rural prac- 
tice. They know that too often continuing, unreason- 
able demands are made on their time and energy. They 
justifiably avoid 24-hour-a-day, 7-day-a-week duty. 
Here again is a real challenge but, by a process of edu- 
cation, with office appointments and with firm explana- 
tions, a great deal can be done to ease this burden. 
The rural practitioner must arm his patient-families 
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with a few basic drugs for emergency use. These are 
labeled or coded and a few items such as an analgesic, 
paregoric and a sedative are sufficient. Many night calls 
can be held over to morning by application of these 
remedies. 

There are advantages of rural practice that need 
emphasis. Technical complexities today have made it 
necessary to approach some difficult problems with 
teams of experts. There is a growing acceptance of the 
idea that fragmentary ability, if near perfect, excuses a 
doctor from the responsibility for being able to deal 
with a problem in its entirety. Some have seriously 
suggested that the principle of ‘‘assembly-line”’ medi- 
cine can be applied to human illness in general. How- 
ever, satisfaction of the highest order, for both patient 
and physician, comes when one deals with the whole 
individual, with his entire family, if possible, and with 
his position in his social setting. 

Difficulties in the work of a rural practitioner call for 
full use of skill, reflectiveness and imagination. No seg- 


ment of knowledge, once gained, can be allowed io 
atrophy. A stimulating variety of diseases is encown- 
tered. Cases that may be seen by the urban physician 
only on the rarest occasion are frequently seen in rural 
areas. Rocky Mountain spotted fever, typhoid, diph- 
theria and arachnidism are met with. The same inter- 
esting but unusual cases shown on “grand rounds” in 
a medical center occur in the country. Mucoviscidosis, 
periarteritis nodosa, lupus erythematosus have no spe- 
cial predilection for city dwellers. Obstetric emergen- 
cies, farm and highway accidents require prompt, on- 
the-spot attention. A man cannot “go to seed” trying 
to keep up with work of this type. 

Last, but not least, there is a sense of accomplis!i- 
ment in fulfilling a need when engaging in rural prac- 
tice. In spite of all that may be said against it, I would 
like my son to be a general practitioner in the country. 
It is a useful life; a life of service to others, but one 
that will permit a man to say, “I am doing the very best 
I can to make this a better world in which to live.” 


Problems of Cardiology 


FROM EVERYDAY PRACTICE, the major problems of the 
cardiovascular system that confront the physician are 
arteriosclerosis, as well as Raynaud’s disease, thrombo- 
angiitis obliterans (Buerger’s disease), collagen disease, 
myocarditis and myocardial degeneration, cardiac dilata- 
tion, angina pectoris, coronary thrombosis, intravascular 
clotting in general, congestive heart failure, shock, and 
the cardiac neuroses. It is evident that all the major prob- 
lems still remain unsolved, although some advances have 
been made. The tendency to use new, unproved gadgets 
and drugs must be considered objectively and in light of 
the best interest of the patient. The physician must not 
neglect or withhold some of the old, established procedures 
to introduce new, unproved, and even injuricus ones. The 
investigator has an extremely important responsibility, 
often ignored or unrecognized, to the general practitioner. 
His enthusiasm for his own investigations must never 
permit him to fail to delineate clearly the purely investi- 
gative from the practical aspects. The general practitioner 
may have to provide the proving grounds for massive test- 
ing but should not be misled into accepting anything as 
established for routine clinical use when it is not. This is 
particularly important when the measure involves expense 
to him and the patient and when no definite service and 
possible harm may be rendered. Failure to maintain a clear 
perspective is failure to discharge one’s responsibilities in 
research and, therefore, failure to perform a thoroughly 


good job. 
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The general practitioner is in need of exercising a more 
critical and responsible attitude. To achieve this, ade- 
quate study, perusal of the current literature from many 
sources, meditation, and reflection are necessary. The 
deliberate approach to a clinical problem requires time 
for thought and deliberation and cannot be replaced by 
a routine designed to serve large numbers of patients 
rapidly and, too often unsatisfactorily. It is difficult to 
justify the use of new and expensive diagnostic and thera- 
peutic procedures and agents, unless definitely superior, 
before the commonly accepted and proved ones have been 
applied or the data and records for newly developed diag- 
nostic apparatus have been evaluated. The satisfactory 
and accepted old method should be learned first and then, 
with adequate awareness of the circumstances, the new 
ones may be used gingerly, with the necessary caution for 
clinical trials. They should be accepted and discarded as 
objectively as they have been investigated. There is too 
much gadgeteering in new procedures and too little appli- 
cation of the established fundamental ones in general 
clinical medicine. The present era seems to be one of 
applying something “new” first and evaluating it later. 
This is true for the cardiovascular field, with too infre- 
quent admission of error by the advocators when failures 
result and hasty recommendations prove erroneous. These 
comments must not be construed as suggesting that medi- 
cal science remain static but rather that more care be exer- 
cised when new and unproved methods are introduced 
into the practice of medicine. 


—G. E. Burch, m.p., J.A.M.A., 157:1073, 1955. 
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In making a differential diagnosis in almost any working adult, 
the physician should consider occupational hazards 


as a possible primary or aggravating cause. For a definite diagnosis 
or for other assistance, the physician should not hesitate 

to get in touch with the industrial hygiene agency in his area. 

The agency is there to serve him. And the agency depends 

upon him to find out what occupational diseases 

are in the ascendancy, to identify new conditions 


and to locate and control sources of exposure. 


The General Practitioner in Occupational Disease Control 


BY SEWARD E. MILLER, M.D. 


Chief, Division of Special Health Services, Bureau of State Services 
Public Health Service, U.S. Department of Health, Education and Welfare 


Washington, D.C. 


Tue AMERICAN ACADEMY OF GENERAL PRACTICE found in 
a poll conducted in 1950 that about 93 per cent of its 
members render varying amounts of medical service in 
connection with cases of industrial origin. This is not 
surprising when one realizes the practical nonexistence 
of consultant specialists in industrial medicine, as con- 
trasted with the large and rapidly growing number of 
specialists in other fields. Although it is estimated that 
at present there are 2,000 full-time industrial physi- 
cians in this country, only a handful carry on a con- 
sultative-type practice, the others being engaged by 
private industry. Thus, in general, the specialized 
knowledge of industrial physicians benefits only the 
few plants which they serve. 

Because of their origin and nature, occupational dis- 
eases present a particular challenge to the general 
practitioner. They frequently pose problems in differ- 
ential diagnosis. They have special economic implica- 
tions. Not the least of their important attributes is their 
unique social significance. It is well to remember that 
the physician who efficiently handles a case of occupa- 
tional disability saves a working skill as well as a man. 

Under workmen’s compensation laws, employers are 
liable for illnesses and injuries incurred by the worker 
on the job. Consequently, some of the larger firms have 


GP August 1955 


found it desirable, from the standpoint of both time 
and money, to provide complete care for minor indus- 
trial injuries and occupational diseases, with referral 
and hospitalization of the more serious cases. This solu- 
tion has proved generally acceptable to the worker, al- 
though under many state laws he has the privilege of 
selecting the physician who is to care for his occupa- 
tional disease or injury. However, since the vast majority 
of plants do not even provide basic medical services, 
most workers must rely on their private physician for 
initial consultation. Frequently, they seek treatment 
from their personal physician without suspecting that 
their disability may be related to the job. It thus is the 
responsibility of the general practitioner to establish 
whether his patient’s condition has its origin in or is 
aggravated by an occupational exposure. 


Occurrence of Occupational Disease 


Occupational diseases are not peculiar to 20th cen- 
tury industrialization. Job-related illnesses are as old as 
man’s attempts to earn a livelihood. Nor has the threat 
of occupational disease been confined solely to danger- 
ous manufacturing or mining processes. Even the farm 
worker, coming in contact with the newer, toxic insec- 
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Ventilation is used as a contre! measure against hazards ir processing 
dye products. An industrial hygiene engineer checks the adequacy of 
an exhaust hood over the hopper of a mixer in which dyes are blended. 


ticides, now finds his job more hazardous. Health haz- 
ards have also been associated with other seemingly in- 
nocuous occupations. Restaurant dishwashers, janitors 
and cleaners have suffered from “water poisoning” of 
the fingers. Dermatitis has been contracted by office 
workers using duplicating fluid, and grain itch has 
been developed by grainhouse storage operators. In 
fact, practically all jobs may give rise to occupational 
disease. 

In all such instances, the key to the cause lies in 
asking the patient, ‘‘Of what trade are you?” —the in- 
terrogation made famous by Ramazzini, an industrial 
physician of the 17th century. So numerous and varied 
are the diseases resulting from a multiplicity of occupa- 
tional exposures that, were it not for the fact that tested 
and proved industrial hygiene control measures are 
Sieh applied in many working environments, occupational 
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illnesses would represent an extremely serious nation: | 
health problem. 

Of the occupational diseases, dermatoses occur mosi 
frequently, constituting almost two-thirds of all the dis- 
eases reported. They cost industry tens of millions of 
dollars a year. These conditions frequently are difficult 
to diagnose correctly. Lack of recognition of their spe- 
cific etiology may result in prolonged disability. 


Occupational Disease in Differential Diagnosis 


Because a potential health hazard may be associated 
with practically every occupation, the physician in pri- 
vate practice cannot afford to overlook a patient’s oc- 
cupation in making a differential diagnosis. Manganese 
poisoning, as an illustration, may be mistaken for mul- 
tiple sclerosis or Parkinson’s disease. Skin or nasal 
ulcers may have no occupational etiology, but they 
may also arise from exposure to chromium, beryllium, 
hydrogen fluoride, bromine or other irritant chemicals. 

Solvents in the working environment, such as tri- 
chlorethylene and carbon tetrachloride, have a phar- 
macologic action similar to that of alcohol. Thus, cases 
have been reported in which men who had been work- 
ing over a degreasing tank of trichlorethylene were ar- 
rested for drunkenness. 

Symptoms of occupational disease also frequently re- 
semble those of common illnesses. Illustrative of these 
similarities is the resemblance between symptoms of 
metal-fume fever and those of influenza. Also, the ab- 
dominal colic produced by exacerbations of acute lead 
poisoning has been mistaken for appendicitis and other 
gastrointestinal diseases. 

In some cases, an occupational disease may be super- 
imposed on an organic disease. Again, the malfunc- 
tioning of a particular organ may predispose to the de- 
velopment of an occupational disease. Serious, if not 
fatal, damage can occur when a person with an organic 
illness comes in contact with poisons that are likely to 
have additional adverse effect upon the diseased organs. 

Before arriving at a diagnosis, therefore, the general 
practitioner must consider the possibility of exposure 
of the patient to dangerous dusts, fumes, gases and 
complex organic and inorganic toxic chemicals. He 
must note, too, signs of illness arising from harmful 
physical conditions and agents, such as poor ventila- 
tion, inadequate lighting, excessive cold or heat, exces- 
sive noise and vibration, and ionizing radiations. 

Consideration should likewise be given to signs of 
strain and stress. Since many of the stress disorders 
are frequently related to a maladjustment of some type. 
a delving into their psychologic aspects is also important. 

With the application of any necessary industrial hy- 
giene control measures, no job per se need be harmful. 
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However, an individual’s reaction to his work may en- 
danger his health. It is therefore necessary to watch for 
any signs that the individual’s job tolerance has been 
exceeded. 


Assistance from Official Agencies 


A proper diagnosis of occupational disease must be 
based, in part, on sound, objective information. Fre- 
quently, the worker himself cannot provide specific 
facts on the materials and processes used on his job. 
In such cases, the general practitioner may turn to his 
state or local industrial hygiene agency for consulta- 
tion. With its background of experience, the industrial 
hygiene agency can either readily describe the hazards 
usually connected with a particular type of work or 
get in touch with plant officials and, if necessary, study 
the patient’s working environment. 

Currently, occupational health agencies are sup- 
ported by most state governments. Local units also are 
operating in some of the larger cities. With the excep- 
tion of a few state units that are part of labor depart- 
ments, these agencies function within the framework 
of health departments. Their total professional staff 
consists of 375 persons, comprising specially-trained 
physicians, engineers, chemists and nurses. While 
medical personnel are not found in all of these agencies, 
the basic staff always includes an industrial hygiene 
engineer. Consequently, as a minimum service, all 
agencies are equipped to provide consultative service 
on the toxicity of materials and processes and on meth- 
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Industrial hygiene physician takes history of worker as part of clinical- 
environment study of potentially harmful exposures in workplace. 
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ods of controlling environmental hazards. Further as- 
sistance in the detection and treatment of occupational 
disease can be provided by those agencies having staff 
physicians. Laboratory services are generally available 
for analysis of both clinical and environmental speci- 
mens. 

In discharging their responsibilities, the state and 
local industrial hygiene agencies have behind them the 
resources of the Occupational Health Program of the 
United States Public Health Service. With its facilities 
for toxicologic studies, dermatologic and other clinical 
research, field investigations, laboratory analysis and 
statistical studies, the Public Health Service frequently 
provides consultative service to these agencies. Hence, 
by consulting his state or local industrial hygiene 
agency, the physician in private practice also draws 
upon the data accumulated by the Public Health Serv- 
ice in four decades of research and field investigations 
in the detection and control of occupational diseases. 

Whenever a study of the working environment is re- 
quested, industrial hygiene personnel from the state or 
local agency, working as a team, evaluate the potential 
hazards in the plant, analyze the efficiency of any exist- 
ing health safeguards and, if necessary, recommend 
improvements. The environmental findings of the engi- 
neer and chemist are correlated with the physicians’s 
study of the physical condition and clinical history of 
the workers in the plant. From this type of study, pre- 
cise information as to the extent of the hazardous ex- 
posure—based on specific measurements, such as the 
concentration of harmful contaminants in the worker's 


Dust counting in industrial hygiene laboratory. This is one of many 
procedures used to evaluate potential hazards in working atmosphere. 
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breathing zone or the decibel level in a noisy operation 
—can be made available to the private physician, there- 
by enabling an accurate diagnosis. 

General practitioners sometimes feel that to call in 
the officia: industrial hygiene agency is like calling the 
police. This is a completely unfounded misapprehen- 
sion. Asking for the help of an official agency is not 
tantamount to exposing a company to forceful dramatic 
action and an exhaustive incriminating survey. Rather, 
it is a helpful, and for the most part strictly confiden- 
tial, appraisal in an effort to find out where the trouble, 
if any, lies and what should be done to correct it. 
Whenever a harmful substance or condition is found 
in the working environment, practical control measures 
are instituted by management to prevent future occur- 
rences of occupational disease. More frequently, how- 
ever, it develops that the occupational exposure has no 
direct causal relationship to the patient’s ailment. The 
exposure may not be a significant one, or the material 
used may be relatively safe. In any event, such ap- 
praisals are handled in a dignified, unobtrusive man- 
ner. This is in keeping with the policy of official in- 
dustrial hygiene agencies to secure the adoption of 
good health practices in industry, not through enforce- 
ment, but through educational means—an approach 
that has proved highly successful over the years. 


Examples of Assistance 


Because every general practitioner is in a sense an 
industrial physician, in that most of his patients work 
for a living, official agencies are eager to extend every 
possible assistance to the physician in private practice. 
The New Jersey State industrial hygiene agency, for 
example, not only performs all requested laboratory 
analyses, but its medical officer also frequently pays a 
personal visit to the physician’s office to obtain a clear- 
cut picture of symptoms in an effort to be as helpful as 
possible. If indicated, the place of employment is also 
examined to determine whether other employees are 
exposed to similar hazardous materials and to recom- 
mend preventive measures. Suspected occupational 
hazards recently investigated by the New Jersey State 
agency at the request of local general practitioners in- 
clude exposures to automobile undercoating material, 
carbon tetrachloride, leather shoe dye, paint thinner, 
lead and DDT. 

In Indiana, about 14 per cent of the field work of the 
state industrial hygiene agency stems from requests or 
reports by physicians. Such reports sometimes serve to 
call attention to previously unsuspected hazards. For 
example, a physician’s observation of several cases of 
lead poisoning prompted a study by that agency of the 
decarburizing of automobile engines. It was revealed 
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that a serious atmospheric lead exposure exists if (ic 
operation is not properly controlled. 

Occupational pathology previously unreported came 
to light in the following case which occurred in Ohio. 

Several employees from the same company came to 
Dr. X complaining of severe headaches, dizziness, nau- 
sea and vomiting, following exposure to vapors from a 
degreaser. One of these patients later suffered severe 
gastric hemorrhage due to a ruptured esophageal vari- 
cosity caused by severe liver damage. Dr. X felt that 
this was a direct result of inhalation of solvents released 
by the degreaser. Since the Industrial Commission 
claimed this to be the first such case reported and sub- 
sequently disallowed the worker’s claim, Dr. X request- 
ed the Ohio State industrial hygiene agency to investi- 
gate the matter more fully. 

It was found that the solvent used in the degreaser 
was tetrachlorethylene and that concentrations of 245 
to 385 parts per million were present in the working 
environment. (The current maximum allowable con- 
centration, as established by the American Conference 
of Governmental Industrial Hygienists, is 200 parts 
per million.) 

Arrangements were made for the medical exami- 
nation of the rest of the employees by a physician of 
the agency. The examinations revealed definite liver 
damage which had not been previously reported in the 
literature as an effect of tetrachlorethylene intoxication. 

A request by another Ohio physician led to an investi- 
gation which revealed excessive concentrations of 
methylethylketone in his patient’s place of work. 
These concentrations were found to be caused largely 
by bad operating practice on the part of the employees 
using this chemical. 

Recommendations that were made by the agency 
as a result of these studies brought about the control 
of the hazardous exposures. In such instances, the 
general practitioner well may be said to have contrib- 
uted materially to the provision of a safe working 
environment for his patients. 

The importance of alertness to the possibility of oc- 
cupational disease in differential diagnosis is further 
illustrated in the following case. 

A general practitioner reported to a local health de- 
partment that he had made a diagnosis of severe lead 
poisoning in a garage employee. The patient had at 
first been considered to have a poliomyelitis until a 
urinary analysis showed a lead level of 3.9 mg./24-hr. 
specimen. 

The California State industrial hygiene agency was 
called, and after medical consultation with the physi- 
cian, a study was made of the patient’s working environ- 
ment. It was found that the patient and his assistant 
were exposed to an unusually high concentration of 
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lead fume arising from a metallizing process. A small, 
but possibly significant, exposure to mercury was also 
present. The assistant was brought under medical su- 
pervision, and recommendations were made for the 
control of the hazard. Management has since discon- 
tinued the metallizing process. 


Other Services 


Consultation with the general practitioner is con- 
sidered such an important facet of official industrial 
hygiene activities that special facilities are frequently 
provided for prompt communication. For speedy tele- 
phonic service, the Los Angeles County agency has 
three extensions, one of which is reserved for incoming 
calls only. Another extension is not listed in order to 
allow a free line for a call back with further information 
in response to inquiries. 

Besides offering to the general practitioner the re- 
sources of their extensive libraries and files, industrial 
hygiene agencies generally prepare and distribute pub- 
lications on occupational hazards and diseases. Some 
also provide an abstract service. The Los Angeles 
County agency, for example, issues every two to three 
months abstracts of the medical and technical literature 
that may be of interest to physicians that have industrial 
medical work. In addition to technical publications, 
the California State agency distributes to physicians 
reference lists of basic textbooks and other publications 
on the diagnosis and prevention of occupational dis- 
eases. It has also developed an exhibit of books on oc- 
cupational health which has proved popular at medical 
meetings. Representative of information on specific oc- 
cupational hazards and diseases is the literature on the 
toxicity of the newer insecticides which is disseminated 
to all practicing physicians by agencies in certain agri- 
cultural areas. 

Perhaps one of the most appreciated services that the 
Oregon State agency makes available to general prac- 
titioners is assistance in diagnosis and management of 
known or suspected cases of insecticide poisoning. In 
cooperation with physicians in the fruit-growing area, 
this agency is currently performing periodic cholines- 
terase tests on a number of orchard workers as part of 
a medical supervision program. A similar study has 
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been carried out for airplane pilots who apply organic 
phosphate insecticides. 

Personnel in these state and local agencies also par- 
ticipate actively in seminars and other programs offered 
the general practitioner. As a means of indoctrinating 
the general practitioners of the future, a number of 
official agencies present lectures and assist in field 
demonstrations for undergraduates in medical schools. 
Illustrative of other activities designed to aid the pri- 
vate physician is the development by the Indiana State 
agency, in cooperation with the state medical associa- 
tion, of standing orders for nurses in industry. These 
orders are made available to the general practitioner 
for use as a guide. 

Depending on the facilities of the agency, laboratory 
services are provided in varying degree. The New York 
State agency, for example, is currently setting up an 
extensive biochemical laboratory service for practition- 
ers and hospitals in connection with occupational dis- 
ease diagnosis. 

The specialized laboratory skills of industrial hygiene 
agencies are also available to the general practitioner 
in connection with nonoccupational disease cases. For 
instance, the Baltimore City agency has done a great 
deal of work on lead poisoning among children. The 
Connecticut State agency has performed determinations 
of lead in urine and blood in cases of pica, particularly 
in children suspected of ingesting paint or other sub- 
stances containing lead. Daily urinary determinations 
were also made by this office throughout the last year 
on several hospitalized patients suffering with lead 
poisoning who were undergoing therapy. These studies 
showed the effectiveness of treatment and the amount 
of lead liberated. 

Another service provided by the Connecticut office, 
as well as most other state and local agencies, is the 
evaluation and monitoring of x-ray apparatus in the 
physician’s office. Occasionally, film badge service is 
also furnished to physicians in addition to the inspec- 
tion of x-ray rooms and recording of penetrating and 
scatter radiation. 

These are but a few specific examples to illustrate the 
many services available from state and local industrial 
hygiene agencies throughout the country to the prac- 
ticing physicians of their communities. 
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Mongolism 


if BY ROBERT J. GILSTON, M.D. 


Almond-shaped eyes, epicanthal folds; short palpebral fis- 
sure; gaping mouth; protruding tongue; flat nose. 


Short tapered fingers; soft, loose skin; straight crease (simian line); club- 
bing and cyanosis. 


Congenital heart defects are common; septal defects occur 
most often. 


Polydactyly, webbing, retarded distal phalanges and hy- 
perflexible joints occur. The ears may be low and misshap- 
en. The tonsils and adenoids are hypertrophic. Occasional- 
ly presenile cataracts develop. Mental development is in 
Little finger has dwarfed middle phalanx and curves in. Thumb is shor! spurts until about the fifth year, when it ceases. 

and set low. . 


Normal-sized tongue, fissured from sucking; incisors are 


Left normal, right mongoloid: simian line, whorli nd ial creases of 
often missing or malformed. 


hypothenar eminence. 


nt. 
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Tension Headache 


Tension headache results from strong contractions of muscles 

of the head and neck—contractions usually incited 

by emotional stress. It is more common in generally tense people, 
but may occur in anyone if the provocation is great enough. 
There are three approaches to treatment: psychotherapy, 
physiotherapy, drug therapy. These should be blended skillfully 
to suit the needs of the individual patient. 


BY S. CHARLES FREED, M.D. 


San Francisco, California 


ONLY A SMALL PERCENTAGE of patients visit physicians 
primarily for the relief of headache. This condition 
is usually self-treated, unless it is disabling and inter- 
feres with the patients’ duties or employment. Yet, 
upon questioning patients, one will find that a con- 
siderable number suffer from such episodes with vary- 
ing frequency and are grateful for relief obtained 
from successful treatment. 

The most frequent type of headache is caused by 
contractions of the muscles of the head, neck and 
face. This has been termed “tension headache.” Only a 
relatively short time ago, it was barely appreciated 
that muscle tension or spasm about the head caused 
such a syndrome. It was referred to chiefly by such 
orthopedic terms as myositis, tendonitis and fascitis. 
Chiefly through the work of Wolff, A. Friedman and 
others, it has been shown that a variety of stimuli can 
induce a reflex-like spasm of the muscles of the scalp, 
face and cervical regions. Thus, Wolff and his asso- 
ciates have demonstrated that experimentally-induced 
irritation of the eyes, nose, neck and face will cause 
forceful contractions of the neck, scalp and facial 
muscles resulting in pain. 

However, it is also well known that psychic irri- 
tations will also cause similar reflex action. Our ‘lan- 
guage is replete with expressions indicating the ac- 
ceptance of the idea that such musculoskeletal reac- 
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tions can be induced by emotional unpleasantness. 
This is indicated by such terms as “He’s a headache 
to me,” and “This business is a pain in the neck.” 
These are excellent examples of “body language.” 
Often one may be unaware of an emotional disturbance, 
but the nervous system transmits to the musculo- 
skeletal system our unconscious feelings, nevertheless. 


Differential Diagnosis 


There are numerous classifications of headache, and 
it is hardly worthwhile to add another. However, 
the following grouping of headaches is proposed be- 
cause of its simplicity. 

I. Intracranial 

A. Organic factors 
1. Tumors, abscesses, infections, post-trau- 
matic complications 
B. Functional factors 
1. Migraine 
C. Systemic factors 
1. Fever, toxins, allergy, drugs, hypertension, 
distention of viscera 
II. Extracranial 
A. Organic factors 
1. Sinusitis, neuritis, ocular and dental dis- 
orders 
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“Headache may be induced by emotional stress.” 


B. Functional factors 
1. Tension of skeletal muscles 

The diagnosis of tension headache is usually made 
with little difficulty. The intensity of the pain ranges 
from a feeling of tightness over the scalp or brow to 
severe pain and tenderness to touch especially over the 
insertions of the muscles on the cranium. One can 
readily detect this condition by placing the hand over 
the occipital muscles. These are commonly tense and 
rigid. Often the patient will have difficulty in turning 
the head because of this rigidity. The jaws are fre- 
quently clenched, and one can observe furrowing of 
the brow. 

The onset is usually gradual, although not infre- 
quently patients awake with an intense headache. 
The frequency of these headaches varies considerably. 
Some patients complain of them occasionally, and 
others seem to have a headache “all the time.”” Upon 
questioning, it will be found that almost invariably 
the tension headache is associated with an emotional 
disturbance of one sort or another, the frequency of 
these episodes depending upon the intensity or 
chronicity of the emotional stimulus. 

Quite often patients refer to their tension head- 
ache as “‘migraine,” usually with a history of unsuc- 
cessful results with “migraine” therapy. Tension 
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headache is easily distinguished from migraine. T}:¢ 
latter is usually explosive or paroxysmal, usually wii- 
lateral, and is commonly preceded by an aura that 
includes visual or gastrointestinal symptoms. 

Commonly, the pain is ascribed to cervical arthritis 
when bony changes have been demonstrated after 
x-ray examination, and the treatment often is aimed 
at altering these pathologic findings. Actually the 
chronic muscle spasm in the neck induces the hyper- 
trophic bone alterations rather than the reverse. Treat- 
ment for relaxation of the neck muscles without any 
special consideration of the bony changes is uniformly 
successful. 

Headaches due to contractions of the skeletal mus- 
cles induced by the irritations from ocular or sinus 
infections may also be confused with tension head- 
ache. The diagnosis is especially difficult with so-called 
“eye strain.” Most patients with headache immediately 
think of having an “eye check-up.” The usual findings 
are negative or equivocal, and a new prescription for 
glasses only occasionally is beneficial. However, eye 
muscle imbalances, such as exophoria with subsequent 
eye strain, can induce frontal or even occipital muscle 
tension with headache. 


Causation 


An increase in musculoskeletal tension is caused 
by a variety ‘of forces of a psychic nature. Here again, 
our language has many expressions denoting the rec- 
ognition that emotional strain and unpleasantness will 
result in a contraction of the voluntary muscles of the 
body, and especially of the head and neck. The terms 
commonly used include ‘‘Tied up in knots,” “Brace 
up,” “Chin up,” “Keep a stiff upper lip,” ‘Pull 
yourself together” and “Keep a grip on yourself.” 
All imply a variety of emotional patterns that require 
a tightening of musculoskeletal apparatus for warding 
off incipient dangers or harm. Most of these emotions 
are characterized by anger, anxiety, apprehension and 
fear. Cannon has termed this reflex as the “flight or 
fight” reaction. Animals that are alarmed will tense 
their muscles at the moment of deciding whether to 
fight or flee. Patients who are alarmed do not ordi- 
narily have the freedom of animals to either fight or 
run, although they undergo the same basic muscular 
contractions. This results in chronic tension. Reich 
has termed this response “armoring of the body” 
in defense of some unpleasant emotion. 

Actually, the emotions may be in the unconscious, 
and their repression induces these bodily changes as 
part of the effort to control or contain the psychic 
forces. Quite commonly, the dangers are environ- 
mental or real. Thus. domestic difficulties, economic 
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distress, worries over illness will frequently result in 
tension of the skeletal muscles for warding off the 
concomitant fear or danger. This response approaches 
the magical, since contractions of the muscles cer- 
tainly do not alter or protect against these environ- 
mental forces. 

It has been claimed by some that those persons who 
develop tension headaches have a specific type of per- 
sonality. Thus, these people supposedly maintain a 
strong control over their emotional expressions with 
an effort to maintain an attitude of calmness. They 
are said to be either rigid or compulsive in guarding 
against their unconscious expressions of aggressive- 
ness. In many ways, this type of personality may be 
similar to the one that is prone to develop migraine, 
and is characterized by sensitivity, high intelligence, 
and rigidity in behavior, combined with a tendency 
to be overambitious and perfectionistic. It is true that 
such persons may be more inclined to suffer from ten- 
sion headaches than others. It is also possible that 
the psychic stimuli for the contraction of the skeletal 
muscles in these persons may inflict a headache at a 
lower threshold. However, practically anyone who is 
subjected to sufficient emotional strain will develop 
similar head or neck pains. 

Thus, it is seen in a woman who is working in an 
office, and about quitting time when she is entitled 
to some rest, must go home, prepare dinner and clean 
up the house. She maintains a rigid muscular appara- 
tus in order “not to let down.” Headaches will also 
occur in normally-constituted people who must main- 
tain a constant alert for many hours, such as pilots. A 
need to maintain an alert is often seen elsewhere, such 
as in card players or in students at examinations. It 
is also frequent in athletes who “press,” in billiard 
players who use “body english.” 

Less stable persons who are by nature apprehensive 
will often react to the anticipation of danger by mus- 
cular contraction even more strongly than from the 
actual pain of the situation. Thus, Malmo and Shagass 
demonstrated that stronger muscular contractions 
were induced by allowing an apprehensive patient 
to see a needle point than was produced by actually 
inserting the needle into the skin. 


Treatment 
A. PsycHOLoGIC 


The treatment of tension headaches is usually quite 
satisfactory. The first step is to determine what emo- 
tions may be contributing to the neck and head muscle 
Spasms. Discussion of the patient’s problems often 
reveals that he is faced with circumstances in which 
he can neither flee nor can he fight. A simple dis- 
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“Tied up in knots!” 


FLIGHT 
OR FIGHT 
REACTION 


cussion of these problems and an indication of how 
the patient is reacting to them may often be sufficient 
to permit the muscles to become more relaxed, and 
thus eliminate pain. If the emotional forces appear to 
be on a deeper level of the unconscious, it will require 
more than such superficial psychotherapy. 

It has been found that the use of mild hypnosis often 
is successful in correcting muscle tension. The patient 
need not be subjected to a catatonic state. The induc- 
tion of a mild sleep, with muscular and emotional 
relaxation, is usually sufficient. Repeated appropriate 
suggestions are aimed at relaxing the tense muscles. 
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Then commands are given that the muscles will remain 
loose and relaxed. Several courses of this command 
relaxation may be successful in inducing freedom 
from tension headaches for relatively long periods. 


B. PuysicaL THERAPY 


The use of physiotherapy is often gratifyingly effec- 
tive in relieving tension headache. This type of treat- 
ment consists of massage, diathermy and heat to the 
afflicted areas. 

Under skillful manipulations, patients achieve a 
great deal of relief from the pain. However, pain may 
recur at varying intervals after such treatment. 

Physiotherapy is more than just “the laying on of 
the hands.” It is true that manipulation has a power 
of suggestion. However, it is also a positive approach 
to loosening up the tense muscles, relieving the con- 
gestion at the points of muscle insertion and reducing 
the irritability of the muscles so they do not contract 
quite so readily to irritating forces. 
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C. Druc THerapPy 


A number of drugs produce satisfactory relief in 
mild forms of tension headache. The severe types, 
however, require more than simple analgesic drugs, 
such as aspirin, or combinations of these with bar- 


‘biturates. According to A. Friedman, mild analgesics 


are about 50 per cent effective, which is slightly more 
than with placebo medication. In my experience, 
however, neither these simple drugs nor the sugges- 
tion from visiting the doctor are usually sufficient to 
relieve many of these headaches. Not infrequently, 
prescriptions for analgesic drugs with codeine are 
requested so frequently as to imply addiction. Per- 
haps, in Friedman’s clinic, which has received recog- 
nition for the treatment of headaches, the forces of 
suggestion are more powerful than those in most doc- 
tors’ offices. 

Numerous drugs have been compared in the treat- 
ment of tension headache by A. Friedman and his 
associates. They conducted extensive tests with a 
wide variety of compounds, including analgesics, 
sedatives, vasoconstrictors, vasodilators, antihista- 
minics and sympatholytic agents. The results indicate 
that the most effective of these was a combination of a 
mild analgesic with a sedative. This was successful in 
about 64 per cent of the patients. 

I have had the opportunity of using two related 
experimental drugs whose main pharmacologic action 
is musculotropic, particularly on the smooth muscle. 
It also causes a relaxation of voluntary muscular con- 
traction without any significant involvement of the 
central nervous system, or the neuromuscular func- 
tion. 

One of these compounds was tested under the desig- 
nations Compound 8-88 (by mouth) and Compound 
8-89 (by injection). After some experimental work with 
this, I was supplied with a related compound— 
N-(B-diethylaminopropyl) -A-aminopheny] acetate di- 
hydrochloride (marketed as Akoligen “R” by R. J. 
Strasenburgh Co.). 

In testing these drugs, all possible precautions were 
observed against the induction of suggestion therapy. 
I am well aware of the difficulty inherent in the evalua- 
tion of subjective relief, having tested a variety of 
drugs for other conditions, such as the menopause, 
premenstrual tension and obesity. Thirty per cent of 
those patients obtained some therapeutic results with 
placebo therapy. 

Satisfactory clinical response also resulted from the 
use of placebo medication in 30 per cent of patients 
having tension headache. 

In testing the experimental drugs, patients sufler- 
ing from tension headache were approached in a casual 
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manner. After it was determined they were suffering 
from a moderate to severe tension headache, they re- 
ceived an intramuscular injection of 1 cc. of one of the 
two experimental drugs, without communicating with 
the patients about the nature of the treatment. At 
five minutes and at ten minutes, they were asked 
concerning relief of their headache, and the results 
tabulated. 

Both drugs induced similar beneficial responses. 
In a series of 144 cases, 80 patients claimed to have 
had complete relief of headache, 49 had moderate 
relief, 10 had slight relief and only 5 had no thera- 
peutic response. 

Quite often, relief was noticeable within five minutes, 
and it was typical that the patients themselves were 
amazed at the rapidity with which their headache had 
receded. Frequently, they would be sitting with fur- 
rowed brows and a rigid neck, and after a few minutes, 
the brow would smooth down, and they would com- 
mence moving their neck from side to side as if to 
reassure themselves that this was possible. Quite 
often, the patients would spontaneously ask, ‘What 
did you give me? Can the medicine act this fast?” 
Side reactions were minimal. Of the 144 patients 
receiving the injections, six complained of slight giddi- 
ness, which was transient. The beneficial effect from 
these injections was estimated to last from four to 
six hours. 

Oral preparations of these drugs were then admin- 
istered to patients complaining of recurrent tension 
headaches. The patients had at least one headache a 
week, and many of them had three or four headaches 
a week. They were given 50 mg. three times daily under 
the same casual circumstances with which the medi- 
cation was administered by injection. They were 
simply told to take the medicine and were not in- 
formed, if possible, of the purpose of the medicine. 
Frequently, they were deliberately misled by saying 


that they were being treated for their blood pressure 
or for some other condition they might have had. 

In a series of 126 patients, 30 became completely 
free from headaches, 63 had moderate but satisfactory 
relief, 20 had slight relief and 13 had no relief. The 
results suggest a definite and significant therapeutic 
response. Side effects from the medication were infre- 
quent and mild, chiefly, a transient giddiness in six 
of the 126 patients. 

The oral medication, while satisfactory from a clini- 
cal standpoint, was-not so uniformly effective as the 
injectable form. This may have been due to the greater 
speed of absorption of the parenterally administered 
solution. However, the tablets have the advantage of 
being available to the patient when he is suffering 
from pain. The injection is most useful for its rapid 
and effective spasmolytic action when the patient is 
in distress at the time of visiting the physician. The 
intramuscular injection of these experimental prepa- 
rations has the distinct, and perhaps thus far, exclusive 
property of being able to relax voluntary muscle spasm 
of functional origin rapidly, conveniently and with a 
minimum of side effects. 

The therapy of tension headaches should be com- 
bined with other measures designed to correct dis- 
orders that interfere with the feeling of well-being. For 
example, treatment should be directed at relieving 
symptoms stemming from such common conditions as 
secondary anemia, menopause, premenstrual tension 
or vitamin deficiency. In any case, treatment should be 
carefully individualized. Some patients do well with 
superficial psychotherapy and drug treatment alone. 
Others require physiotherapy—indeed may obtain re- 
lief only by this means. Still others require psycho- 
therapy by a psychiatrist. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


Effect of Eating on ECG 


A STUDY OF PATIENTS with recent myocardial infarction indi- 
cates that eating alters the configuration of the electro- 
cardiogram in a significant number of cases. A change in 
the polarity of the T wave was classified as a major alter- 
ation. Variation in the magnitude of the T wave, without an 
alteration of polarity, was classified as a minor change. The 
latter was more frequently encountered. The other com- 
ponents of the electrocardiogram were not significantly 
affected. The appearance of T wave alterations after the 
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ingestion of food may simulate improvement or progression 
of the electrocardiographic pattern. Since the T wave con- 
figuration is a basis of comparison in a serial study, tran- 
sient postmeal alterations introduce a source of error. 
These findings suggest that there should be a modification 
of current electrocardiographic technique to obviate the 
effect of eating. Ideally, serial electrocardiograms should be 
performed in a fasting state; if this is not feasible, several 
hours should be allowed to elapse between the taking of a 
meal and the taking of an electrocardiogram.—SamueEL M. 
Levit, M.D., and Bertram D. Dinman, J.A.M.A., 
157:122, 1955. 
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Practical Therapeutics 


THE TREATMENT OF LEUKEMIA 


BY WILLIAM A. COLEMAN, M.D. AND SCOTT N. SWISHER, M.D. 


Department of Medicine, University of Rochester School of Medicine and Dentistry 


Rochester, New York 


THERAPY CAPABLE of permanently controlling or eradi- 
cating the leukemic process in man is an as yet unat- 
tained goal. Nevertheless, substantial improvements 
have been achieved in treatment of leukemias during 
recent years. It is the purpose of this paper to sum- 
marize current concepts of the therapy of the leukemic 
patient, emphasizing the uses of the newer antileukemic 
agents of established value and their relationship to 
the well-known methods of treatment employed in the 
past. 

A classification of cases into acute and chronic 
groups and by principal cell type involved in the 
leukemic process provides the basis for this discussion 
of therapy. Important differences in the treatment of 
similar leukemic processes in adults and in children 
will be pointed out. Table J summarizes this classifica- 
tion of cases and therapeutic agents. 


The Diagnosis of Leukemia 


The diagnosis of leukemia is firmly established in 
most of the chronic and many of the acute cases by 
historical, physical and laboratory findings. In a few 
cases, mainly those that are acute in course, the 
diagnosis is not easily made. Other disorders, such as 
those accompanied by agranulocytosis, neutropenia or 
thrombocytopenic purpura, or subacute bacterial endo- 
carditis, and a variety of disorders accompanied by 
splenohepatomegaly may, at times, exhibit clinical and 
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laboratory features highly suggestive of leukemia. A 
diagnosis cannot be reached with certainty in some of 
these cases, and only further observation may clarify 
the true nature of the disease. 

Virtually all of the agents used to treat leukemia are 
also capable of injuring normal hemic cells. Thus, in 
situations where a definite diagnosis of leukemia can- 
not be made, it is important that antileukemic therapy 
not be administered as it may seriously injure the 
hematopoietic system, especially if other abnormalities 
are already present in this system. It is fortunate that 
in most instances where the diagnosis is not clear, little 
if anything is lost by waiting to treat the patient until 
an unequivocal diagnosis can be established. Only 
rarely is it justifiable to treat a patient for leukemia 
without a firm diagnosis. 


Indications for “‘Antileukemic” Therapy 


Since we are unable to “cure” patients with leu- 
kemia, our aim must be to obtain for them the longest 
possible period of useful and comfortable survival. 
There is little to support the idea that early and 
“vigorous” antileukemic therapy is of any value in at- 
taining this goal, in contrast to the great value of early 
treatment of most other malignant or neoplastic dis- 
orders. Overtreatment with potentially injurious 
agents early in the course of the disease may prevent 
the use of optimal therapy at a later time when pro- 
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Agente Useful in (ha Treatment of Lauvkomic 
(Listed in Usual Order of Preferences) 


bympheocytic Leviemio Myelocytic Levkemio Leukemin 
ADULTS ADULTS 

Acute ACTH—Cottisone 6-Merca 6-Mercaptopurine 
5-Mercaptopurine Cortisone Rarely Folic Acid Astagoniss’ 
Folic Acid Antagonists or ACTH or Cortisone~* 
CHILOREN CHILDREN 
Antagonists Folic Acid Antagonists 
More Effective 

Chroeic X-radfation of Spicer, X-radlation of Spieen, Liver, Vary Rare 
Liver, and Lymph Nodes, or or Whole Body (Whole Body 
Whole Body (Whole Body Radiation May Be Given ? X-radiation 
Radiation May Se Given with Radiophosphorva) 
with Radiophosphorus) 47 Triethyiene Melamine (TEM) 

Trietirylene Melamine (TEM) Myleran 
Cort ane—-ACTH Urethane 
Triethylene Melamine (TEM) 


Nitrogen Mustards 


gression of the disease requires further treatment of 
the patient. 

Antileukemic therapy should be administered when 
the patient’s symptoms and clinical findings indicate 
that the disease is beginning to show progression, or 
when steady progression of the disease and deteriora- 
tion of the patient’s health is evident. Symptoms and 
findings most frequently indicating progression of the 
leukemic process are: increasing weakness, lassitude 
and fatigability, sweating at night or on mild exertion, 
increasing anemia or the development of purpura, 
progressive enlargement of liver, spleen or lymph 
nodes, and in chronic types of leukemia, a progressive 
rise in white blood cell count. 

It is unfortunately impossible to lay down absolute 
indications for the administration of antileukemic 
therapy. However, frequent and careful evaluation of 
the patient by the physician will usually establish the 
clinical pattern of the disease and permit institution of 
treatment at the optimal time. There is little to be 
gained, for example, in treating patients with chronic 
types of leukemia who have only minor symptoms and 
whose blood findings are relatively stable, even though 
the white cell count may be quite high. In patients 
with acute types of leukemia, one must weigh very 
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carefully the expected benefits of therapy against pos- 
sible toxic effects of the antileukemic drugs. 

We are reluctant to administer a potentially toxic 
drug to adults with acute types of leukemia when 
symptoms of the disease are still relatively mild, since 
the beneficial effects of treatment are frequently very 
small. The physician must make certain that in his 
anxiety to help these people afflicted with a fatal 
disease, he does not do them harm with inappropriate 
and unneeded therapy. Rather, he must administer 
treatment at times and in amounts that will be opti- 
mally beneficial, recognizing the serious shortcomings 
of the best therapy available today for these diseases. 


Treatment of Acute Leukemia 


General supportive measures designed to cope with 
complications and manifestations of the leukemic 
process are much the same in all leukemic patients, 
and we shall discuss this aspect of therapy later. We 
shall first consider treatment with agents which exert 
some inhibitory effect upon the leukemic process, the 
so-called antileukemic agents. 

It is frequently difficult to identify exactly the cell 
type that is principally involved in the leukemic 
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process. In extremely acute leukemia, there may be no 
evidence of differentiation along lymphocytic, myelo- 
cytic or monocytic lines to provide a basis for a 
morphologic classification. In most instances, treat- 
ment of acute leukemia is much the same regardless 
of the cell type involved. Nevertheless, an accurate 
classification of each case is of interest in gaining 
further understanding of these diseases and their pat- 
terns of response to antileukemic agents. 


HorMONE THERAPY 


Adults with fulminating acute leukemia, especially 
acute lymphocytic leukemia, may be benefited by 
treatment with ACTH or cortisone. These hormones 
frequently exert an inhibitory effect on the leukemic 
process and also may give substantial symptomatic 
improvement. Cortisone or hydrocortisone by mouth 
is preferable to ACTH by virtue of the ease of ad- 
ministration. Injections of any sort are frequently ac- 
companied by hematomas at the injection site because 
of the almost invariable presence of thrombocytopenia 
and a hemorrhagic diathesis. 

Cortisone and hydrocortisone are administered in 
relatively large doses initially, and should then be 
gradually decreased after a week or ten days of treat- 
ment when some improvement may have been ob- 
tained. Initial doses of from 200 to 300 mg. of cortisone 
a day, followed by gradual reduction to 75 or 100 mg. 
daily, constitutes a usual dosage schedule for adult 
patients. Comparable doses of hydrocortisone are ap- 
proximately one-half to three-quarters of the doses of 
cortisone. 

These drugs must be administered with appropriate 
precautions to avoid the well-known phenomena of 
adrenal cortical hormone intoxication. Intake of 
sodium should be restricted, and supplementary po- 
tassium chloride (3 to 6 Gm. a day) should be ad- 
ministered if renal function is adequate. Further re- 
duction in the dose of the drug may be required if 
significant toxicity appears. Sudden cessation of corti- 
sone therapy must be avoided to prevent the develop- 
ment of serious manifestations of hypoadrenalism re- 
sulting from the suppression of the patient’s own 
adrenal function. 

This therapy may be maintained as long as it ap- 
pears to be helping the patient. Frequently these drugs 
are of some value until very shortly before death. 


6-MERCAPTOPURINE 


6-Mercaptopurine (6-MP) is a recently introduced 
drug that is useful in the treatment of adult patients 
with somewhat less acute leukemic processes chiefly of 
myelocytic type. The drug is of distinctly less value in 
lymphocytic types of leukemia. This antimetabolite is 
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an antagonist of purines which are important constitu- 
ents of cell nuclei. 

The drug is usually administered initially in doses 
of 2.5 mg. per kilogram per day. This may be increased 
to 4 or 5 mg. per kilogram if a trial period of therapy at 
the lower dose level has produced neither therapeutic 
nor toxic effects. The drug is given by mouth in 
divided doses either two or three times daily, with 
close observation of the patient and daily determina- 
tions of the white blood cell count during the initiation 
of therapy. 

Toxic effects of 6-MP are due principally to depres- 
sion of the normal bone marrow cells, with develop- 
ment of progressive anemia and thrombocytopenia. 
The white cell count may fall rapidly in patients with 
high initial white counts as the leukemic cells decrease. 
This is frequently, but not always, accompanied by 
evidence of clinical improvement. If progressive leuko- 
penia develops, the dose of the drug should be de- 
creased. Rapidly progressing anemia or severe throm- 
bocytopenia that cannot be attributed to the leukemic 
process itself are indications for stopping administra- 
tion of 6-MP. 

Patients who show improvement should be given 6- 
mercaptopurine at the tolerated dosage level for as 
long as the beneficial effect continues. One to two 
weeks of treatment with 6-MP may be required before 
improvement is noted. Other toxic effects such as 
gastrointestinal irritation or ulceration of mucous 
membranes are uncommon but must be watched for. 
Rarely is it necessary to stop the administration of the 
drug for these reasons. 


Acip ANTAGONISTS 


Among the first useful chemotherapeutic agents for 
treatment of patients with acute leukemia were a series 
of compounds antagonistic to the vitamin substance, 
folic acid. These materials, called the antifolic drugs, 
are apparently able to replace folic acid in metabolic 
processes, resulting in limitation of the growth of 
rapidly proliferating leukemic cells. 

The folic acid antagonists unfortunately have proven 
to be of little value in the treatment of adults with 
acute leukemia of any type; they are occasionally use- 
ful in adults with acute lymphocytic leukemia. How- 
ever, these drugs can induce remarkable remissions in 
children with acute leukemia and, in this group of 
patients, it is the treatment of choice especially in the 
earlier phases of the disease. 

Aminopterin and amethopterin are the most com- 
monly used antifolic drugs, and it is important to 
distinguish between them because the dosage differs 
greatly even though their therapeutic effects and toxic 
manifestations are essentially the same. The usual dose 
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of amethopterin is about five times that of aminopterin. 
Aminopterin is usually given in amounts of 0.25 to 2.0 
mg. daily by mouth, usually as a single dose. The 
dosage of these drugs is remarkably independent of the 
age and weight of the patient. It is our practice to start 
treatment with approximately 1.0 mg. a day and to 
adjust the dosage upward or downward as required by 
the appearance of toxic manifestations or lack of re- 
sponse. 

The antifolic drugs are exceedingly toxic, and 
constant supervision of the patient is necessary to avoid 
serious complications. Toxicity is usually first noted by 
the appearance of painful ulceration of the oral mucosa. 
Similar ulceration may occur anywhere in the gas- 
trointestinal tract, at times with bleeding which is 
potentially very serious in patients who already have a 
hemorrhagic diathesis. Anorexia, nausea, vomiting, 
diarrhea, loss of scalp hair and severe generalized bone 
marrow depression are other manifestations of intoxi- 
cation with folic acid antagonists. Unfortunately, the 
margin of safety between doses required for therapeutic 
effects and those producing toxic effects is very small, 
and, in fact, in many patients therapeutic effects are not 
achieved until some toxic manifestations have ap- 
peared. This reflects the essential role that folic acid 
plays in the metabolism of normal cells as well as 
leukemic cells, and for this reason the therapeutic use 
of the antifolic drugs is greatly limited. 

The antifolic drugs are administered until a remission 
develops or toxic manifestations require the drug to be 
withdrawn at least temporarily. If a remission has not 
developed in a four- to six-week period, it is unlikely 
that further therapy with these drugs will be beneficial. 
The dose should be reduced if a rapid fall in white 
blood cell count occurs in patients whose initial white 
cell counts are high. If it has been necessary to stop 
treatment because of toxicity, the drug may be read- 
ministered at a lower dosage after a period of one to 
two weeks when the toxic effects will usually have 
disappeared. The manifestations of antifolic intoxica- 
tion are rarely so severe as to require the administra- 
tion of either folic acid or the folic acid derivative, 
folinic acid, both of which may also produce an exacer- 
bation of the leukemic process while relieving the in- 
toxication. 

Opinion is divided regarding the advisability of con- 
tinuing to administer antifolic drugs after a remission 
has developed. It is our feeling that administration of 
the drug should be stopped after a remission is well 
established. The patient should then be observed close- 
ly so that treatment can be reinstituted when a change 
in clinical findings or reappearance of increasing 
numbers of immature cells in the blood or bone marrow 
heralds a relapse of the disease. 
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Remissions induced in children with acute leukemia 
vary in duration from several weeks to many monthis. 
Second and, at times, third remissions may be pro- 
duced by readministering an antifolic agent. Sooner or 
later, however, the disease becomes resistant to these 
drugs and their further administration is useless. 

Cortisone or ACTH given to patients resistant to the 
antifolic drugs may induce a further remission, and 
some degree of sensitivity to the folic acid antagonists 
may be reestablished. Similarly, patients in whom the 
disease is no longer controlled by ACTH or cortisone 
may develop a useful remission when folic acid an- 
tagonists are given. ACTH or cortisone can be ad- 
ministered simultaneously with antifolic drugs, but this 
does not usually produce significantly improved results 
over the individual use of the agents. 


X-RapDIATION THERAPY IN ACUTE LEUKEMIA 


X-ray therapy to the spleen, liver or whole body, or 
irradiation delivered by radioactive phosphorus is 
definitely contraindicated in virtually all patients with 
acute leukemia. This type of therapy very frequently 
results in more severe thrombocytopenia with bleed- 
ing, and appears to accelerate the clinical course 
of the disease. X-ray therapy delivered to small but 
troublesome local tumor masses, such as those found 
in the mouth or pharynx, may be of value. 


Monocytic AND STEM CELL LEUKEMIA 


Monocytic leukemia usually occurs in adults and 
runs an acute or subacute course. None of the thera- 
peutic agents available today will regularly influence 
this disease. The most hopeful drug for the treatment 
of these patients seems to be 6-mercaptopurine, al- 
though an extensive experience has not yet been re- 
corded. Rarely, folic acid antagonists or ACTH and 
cortisone may be helpful. 

Leukemic processes involving very primitive stem 
cells (so-called undifferentiated leukemic reticulo- 
endotheliosis) are extremely variable in their response 
to 6-mercaptopurine, antifolic drugs or ACTH or 
cortisone. These patients should be treated as cases of 
acute leukemia, and ACTH and cortisone offer the 
best possibility of producing a useful therapeutic effect. 


Treatment of Chronic Leukemia 


The distinction between acute and chronic types of 
leukemia is frequently rather arbitrary and artificial. 
Generally, the acute leukemias have larger proportions 
of very immature blastic cells in the blood and bone 
marrow than do those which run more chronic courses. 


- Patients whose symptoms of leukemia have developed 


over periods of two to three months and whose blood 
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and bone marrow smears show relatively higher per- 
centages of blastic cells than are seen in typical patients 
with chronic leukemia are considered to have a sub- 
acute type of leukemia by many authors. Most of these 
patients survive six to 12 months and are usually 
treated as cases of acute leukemia. Radiation therapy 
must be administered cautiously to these patients, and 
it must be stopped promptly if an adverse clinical or 
hematologic response occurs. 

Chronic leukemia almost invariably occurs in adults 
and is usually characterized by relatively few of the 
highly immature leukocyte precursors in the blood or 
bone marrow. More importantly, these patients usually 
experience a relatively slow onset of symptoms, and 
progression of the disease is manifestly slower. It is 
important in this case that the type of cell involved in 
the leukemic process be determined before antileukemic 
therapy is administered, since substantial differences 
may exist in the optimal treatment programs for pa- 
tients with chronic lymphocytic and chronic myelocytic 
leukemia. 


Curonic LympHocytic LEUKEMIA 


X-ray Therapy. X-radiation of the spleen, liver 
and involved lymph node masses is in most instances 
the treatment of choice for patients with early chronic 
lymphocytic leukemia. The neoplastic lymphatic tissue 
is very radiosensitive as a rule. Therapy usually pro- 
duces decrease in size of the treated organs or lymph 
nodes, and reduction in the white blood cell count as 
well as general clinical improvement of the patient. 
Large lymph nodes located in areas such as the 
mediastinum, where they may produce serious effects 
on other organs by pressure, are especially well treated 
by this means. Patients who show widespread infiltra- 
tion of lymph nodes and bone marrow with relatively 
less splenomegaly can be given x-radiation over 
large sections of the body. A similar effect can be ob- 
tained by the administration of radioactive phosphorus, 
although it is more difficult to control the total amount 
of radiation administered in relation to the patient’s 
need. 

Thrombocytopenia, progressive anemia and neu- 
tropenia are the chief hazards of radiation treatment, 
and these must be carefully guarded against. Courses 
of x-radiation therapy are usually concluded when the 
white blood cell count drops progressively toward levels 
of approximately 25,000 per cu. mm. and the patient 
shows clinical improvement. Further treatment can be 
administered when the patient again has evidence of 
increasing activity of the disease and the white count 
is again rising. Usually patients will respond well to 
repeated courses of x-ray therapy. When x-radiation 
does not produce improvement or when severe throm- 
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bocytopenia or leukopenia prevents further x-radia- 
tion, other modalities of therapy must be employed. 

X-radiation or radioactive phosphorus should be 
administered only by a well-trained radiotherapist, 
and dosages and treatment schedules should be de- 
termined in consultation with this physician. However, 
it is equally important that the patient’s clinical course 
is followed carefully by the general physician charged 
with the responsibility of overall care during the 
period of radiation therapy. The management of these 
patients is the duty of the general physician who must 
keep himself fully informed and in charge of all aspects 
of the patient’s care. 

Triethylene Melamine. TEM, a recently introduced 
drug that has a striking suppressive effect upon pro- 
liferating lymphoid cells, is becoming increasingly 
useful in the management of chronic lymphocytic 
leukemia. This drug is chemically and pharmacologi- 
cally similar to the better known nitrogen mustards. 
Administration by mouth and a slower and somewhat 
more prolonged therapeutic effect are its principal ad- 
vantages. TEM also is a powerful depressant of bone 
marrow funetion and, if improperly administered, se- 
vere or fatal pancytopenia can be produced. Depres- 
sion of bone marrow megakaryocytes, with resulting 
thrombocytopenia, is an especially serious complica- 
tion. Bone marrow depression may be delayed for sev- 
eral weeks after administration of TEM, and readminis- 
tration of the drug during this period carries a greater 
hazard. Gastrointestinal ulceration and bleeding are 
sometimes produced by TEM. 

Triethylene melamine is administered by mouth 
with the patient fasting (usually before breakfast), ac- 
companied by 2 Gm. of sodium bicarbonate. The total 
dose for a single course of treatment ranges from 2.5 
to 15 or 20 milligrams for an adult (0.05 to 0.3 mg. per 
kilogram of body weight). No more than 5 mg. should 
be given in a single day, and preferably 2.5 mg. a day 
may be administered on two successive days, followed 
by a waiting period of one week when a similar dose 
may be repeated if needed. In this fashion, a course of 
therapy is given over a two- to four-week period, fol- 
lowing which TEM administration should be stopped 
for several weeks before further treatment is consid- 
ered. As some experience has been gained with the in- 
dividual patient’s tolerance for and response to TEM. 
small doses (2.5 to 5.0 mg.) may be administered at 
two- to four-week intervals if a constantly active leuke- 
mic process seems to require “maintenance” therapy 
of this sort. This type of maintenance therapy should 
not be administered to patients who have relatively 
prolonged remissions induced by more concentrated 
courses of treatment. 

Experience in the treatment of chronic lymphocytic 
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leukemia with TEM for long periods of time is still 
limited. Results to date in several clinics have been so 
encouraging as to suggest that TEM will find increas- 
ing usefulness in this disease and may to some extent 
supplant radiation therapy in the future. 

Nitrogen Mustard. Nitrogen mustard (HN2) ther- 
apy is much less effective and carries more hazard in 
patients with chronic lymphocytic leukemia than does 
TEM. The development of thrombocytopenia is quite 
common in these patients following HNe administra- 
tion, and this constitutes the chief toxic manifestation. 
It is the consensus today that HNg has relatively little 
use in the long-term management of patients with 
chronic lymphocytic leukemia, in contrast to its great 
value in the therapy of Hodgkin’s disease. 

Cortisone. This drug is proving to be increasingly 
useful in the management of chronic lymphocytic 
leukemia, particularly later in the disease when radio- 
resistance and thrombocytopenia may have developed. 
Cortisone appears to have an antileukemic effect as 
well as pharmacologic effects that are of value in de- 
bilitated, often febrile, patients. 

Cortisone is particularly valuable in controlling the 
acquired hemolytic anemia which is accompanied by 
a positive antiglobulin (Coombs’) test of the patient’s 
erythrocytes. This type of hemolytic anemia is seen at 
times in patients with chronic lymphocytic leukemia. 

Cortisone is usually administered in doses similar to 
those given to patients with acute leukemia. Mainte- 
nance therapy is usually required, and the oral dosage 
ranges from 25 to 100 mg. a day. This dosage is con- 
tinued for long periods of time if it produces a bene- 
ficial effect and if serious manifestations of hyperadren- 
alism are avoided. Patients with acquired hemolytic 
anemia may require very large amounts of cortisone 


or ACTH, at least initially, to gain control of the hemo- ° 


lytic process. 


Curonic Mye.ocytic LEUKEMIA 


X-ray therapy delivered to the spleen, and at times to 
the liver, remains the treatment of choice in patients 
with chronic myelocytic leukemia early in the course 
of the disease. Substantial advances have been recently 
achieved in the chemotherapy of this disease, but the 
long-term clinical evaluation of these newer drugs is 
incomplete. 

Initial responses to splenic irradiation are usually 
most satisfactory in this group of patients. Not only is 
the size of the spleen reduced and the white blood cell 
count lowered, but most patients experience remark- 
able symptomatic improvement and a return of bone 
marrow function toward normal. Repeated courses of 
splenic irradiation may be administered at intervals 
when the disease becomes significantly active. Patients 
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without substantial splenomegaly can be given x-ray 
therapy over large ports, or radioactive phosphorus 
can be administered, to distribute the therapeutic ef- 
fect widely throughout the reticuloendothelial system. 

Again, effective cooperation of radiotherapist and 
the patient’s general physician is indispensable. The 
same general program of management concerning un- 
toward effects from radiation therapy applies to these 
patients as well as to patients with chronic lymphocy- 
tic leukemia. 

Myleran. This recently introduced drug has proven 
to be highly effective in chronic myelocytic leukemia, 
although it is of little or no value in the treatment of 
other forms of leukemia. Its mode of action is similar 
to nitrogen mustard but it appears to be distinctly less 
toxic in therapeutic doses and almost devoid of side 
effects. It is administered orally in total daily amounts 
of 4.0 to 8.0 mg. divided into two or three doses. 

This drug acts as a depressant of myeloid cell pro- 
liferation with less effect on other hematopoietic tissue. 
Occasionally anemia and frequently thrombocytopenia 
are produced. These toxic effects develop slowly, usu- 
ally requiring two months or more of therapy with 
Myleran, and careful observation of the patient’s blood 
picture will usually give adequate warning of these 
complications. 

The hemoglobin usually rises as a beneficial effect 
is exerted by Myleran, and this may occur within a 
week or ten days of therapy. Fever and night sweats are 
often relieved, and hemorrhagic phenomena may be 
decreased. Regression in the size of the spleen is fre- 
quently remarkable, and this may occur even after re- 
peated prior courses of splenic irradiation. Thus, 
Myleran is especially valuable in those cases where re- 
sistance to other forms of treatment has developed. 
Resistance to Myleran therapy also occurs. 

Treatment may be stopped after the patient has im- 
proved and repeated courses of therapy can be ad- 
ministered. If thrombocytopenia is not produced, the 
drug may be administered for prolonged periods if its 
effect is required to maintain remission. This drug may 
well become widely used, and it may to some extent 
replace radiation therapy in this disorder if long-term 
results are as encouraging as our present experience. 

Arsenic, administered as Fowler’s solution by mouth 
is rarely used today in the treatment of chronic 
myelocytic leukemia because of its toxic and most un- 
pleasant side effects. It is therapeutically inferior to 
the other agents discussed in this paper. 

Urethane administered in doses of 1 to 4 Gm. daily 
by mouth occasionally is employed in the treatment of 
chronic myelocytic leukemia, but this drug too will no 
doubt soon be completely replaced as more effective 
and better tolerated drugs like Myleran become avail- 
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able. Urethane is usually poorly tolerated in the doses 
required to produce an antileukemic effect. 

Triethylene melamine (TEM) also has some limited 
usefulness in treating chronic myelocytic leukemia. 

Unfortunately, in spite of all available therapeutic 
measures, the clinical course of chronic myelocytic 
leukemia frequently tends to become more acute, with 
the appearance of largt numbers of blast cells in the 
blood, the so-called myeloblastic crisis. In this situa- 
tion the therapeutic management should be that ap- 
propriate for an acute type of myelocytic leukemia. It 
is especially important that x-radiation therapy or 
other agents which may produce thrombocytopenia 
are promptly withdrawn. 6-mercaptopurine has been 
especially useful in these cases. 


General Medical Care 


A retrospective evaluation of the various therapeutic 
measures administered to patients with leukemia usu- 
ally reveals that the general medical and supportive 
measures have contributed greatly to the patient’s 
welfare and comfort during his period of survival. In 
some cases, especially those patients with acute 
leukemia where all antileukemic therapy has been with- 
out benefit, these less specific measures are all we have 
to offer. Furthermore, it is often difficult to decide 
whether specific antileukemic therapy or the more gen- 
eral supportive measures have been of more value in 
extending the survival of these patients. At times such 
measures as control of infection or correction of acute 
dehydration are temporarily life-saving in leukemic 
patients. The great value of these general medical 
measures must be recognized, for frequently they make 
the greatest contribution to the patient’s comfort and 
survival. A nihilistic attitude toward the treatment of 
these patients is not justifiable, since the clinical 
course of the disease is not entirely predictable, and 
unexpected remissions are not unusual. 


TRANSFUSION 


Blood transfusion is of great value in the manage- 
ment of most leukemic patients, particularly during the 
later stages of the disease when there is severe anemia 
due to impaired blood regeneration and blood loss or 
hemolysis. Transfusions must be administered care- 
fully and wisely to insure maximal benefit with a mini- 
mal hazard. 

In chronic types of leukemia, anemia is often slow 
to develop, and patients may adjust to low levels of 
hemoglobin without excessive symptoms or discom- 
fort. Transfusion therapy should be administered to 
relieve symptoms or disability due to anemia, and only 
sufficient blood, usually in the form of sedimented red 
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cells, should be used to accomplish this purpose. It is 
unnecessary and frequently hazardous, as well as 
wasteful of blood, to maintain these patients at a nor- 
mal hematocrit value by transfusion. Most patients are 
comfortable at a hematocrit value of approximately 25 
to 30 per cent. 


ANTIBIOTICS 


The judicious use of antibiotics is of obvious impor- 
tance to patients whose natural defense mechanisms 
against infections are impaired. However, indiscrimin- 
ate use of antibiotics may result in more harm than 
good. The emergence of antibiotic-resistant bacterial 
strains which then can produce infection places the 
patient in a doubly precarious position. Nausea, vomit- 
ing, diarrhea, or overwhelming monilial infection re- 
sulting from unneeded antibiotic drugs also speaks 
strongly against the routine prophylactic use of anti- 
biotics. 

Fever alone is not usually an adequate indication for 
treatment with antibiotics. Rather, specific clinical 
findings suggesting infection, and bacteriological stu- 
dies should guide the administration of these drugs in 
most instances. Patients receiving cortisone should be 
observed very carefully for the appearance of infections. 


SPLENECTOMY 


Splenectomy is rarely of use in leukemia, although 
occasionally it is indicated. The principal indications 
are massive splenic infarction, rupture, recurrent in- 
farctions with severe perisplenitis, the presence of so- 
called “hypersplenism” and at times, “autoimmune” 
hemolytic anemia. These conditions are not common, 
and there is usually a greatly increased hazard in un- 
dertaking splenectomy in leukemic patients. 


GENERAL 


Leukemic patients should be maintained in the best 
possible nutritional state. We do not administer vita- 
min supplementation to patients whose diets are ade- 
quate, and we are particularly reluctant to administer 
folic acid to these patients in any type of multivitamin 
preparation. Iron, liver extract, vitamin By, and similar 
hematinics are also not effective in treating the anemia 
of leukemia and are contraindicated. 

Narcotics are usually not required until the terminal 
phase of the disease. Chlorpromazine has been found 
to be of value in some ill patients if it produces a sense 
of well-being or relieves the complicating nausea or 
vomiting that may accompany radiation or nitrogen 
mustard therapy. Oral hygiene is important to pre- 
vent or minimize the frequent and disagreeable oral 
manifestations of leukemia that result from gingival 
infiltration with infection or bleeding. 


103 


| 
| 
| 
1 | 
3 
f | 
| 
| 
| 
a 
h 
ot 
a | 
re | 
e- 
e- | 
| 
C- 
d. | 
| 
| 
d- 
he 
its | 
ay 
nt 
| 
= 
th 
to 
ily 
of 
no 
ive 


Finally, the physician must recognize and deal as 
well as he is able with the varied and frequently severe 
psychologic problems of a fatal illness. We encourage 
our patients to live as nearly normal lives as possible— 
to attend school, continue work and carry on with as 
many of their usual activities as they can. It is toward 
this goal that the entire therapeutic program of man- 
agement of the leukemic patient should be directed. 

Research designed to produce more effective thera- 


peutic agents for the treatment of leukemia is bei:z 
actively pursued in many places. There is every «x- 
pectation that new agents will be developed as a result 
of these studies, and therapeutic programs will neces- 
sarily be subject to continual revision. The future 
seems to hold promise for reducing the ravages of 
these diseases, for prolonging life and, hopefully, for 
permanent control of leukemia and other malignant 
disorders of reticuloendothelial origin. 


Smallpox in France 


THE SMALLPOX EPIDEMIC in France this year and the appear- 
ance of several cases later in Belgium are startling enough 
in themselves. No one likes to assume that a preventable 
disease can appear to such an extent in a Western country 
in 1955. The experience reminds us once more that the 
ghosts of these preventable diseases have been laid in the 
literature and not in fact. 

An additional lesson of sadness appears in the incident in 
the death of a medical public health director who treated 
the first patient in one of the areas before he himself had 
been vaccinated. He died in the latter part of January. _ 

It is unfortunate that the doctor and sometimes his fam- 
ily are too often the last individuals to practice the ounce of 
prevention which the medical officer continually preaches. 

In mid-January of this year a small outbreak of smallpox 
was reported in the City of Vannes, on the coast of Brittany 
in northwest France. By the end of January the outbreak 
had assumed serious proportions in Vannes with 67 cases 
and 15 deaths. It had also spread to the cities of Rennes, 
Nantes, Lorient, and Brest. Over one million persons have 


already been vaccinated. Further spread will undoubtedly 
occur before the epidemic is completely controlled. 

In the meantime several cases have been reported in 
Belgium and all forces have been alerted to bar passage of 
smallpox from country to country. The infection has been 
traced to a French soldier, returned from the French-Indo- 
china war. 

The U. S. Public Health Service has tightened its rules 
for sea and air travelers and the regulations for movement 
are being rigidly enforced. 

All U. S. Air Force personnel located in France has been 
reimmunized, since two cases have been reported in Febru- 
ary in northeast France, in the vicinity of Air Force bases. 

The regulations agreed upon recently by the Army, 
Navy, and Air Force for military personnel, their depend- 
ents, and civilians traveling under the Armed Forces re- 
quire that they must have been successfully vaccinated 
against smallpox subsequent to January 1, 1955, for travel 
to, through, or from France. The recurrence of this per- 
nicious disease in a well regulated country is new proof that 
public health vigilance must be more than a good phrase. 
—Am. J. Pub. Health, 45: 680,1955. 


HERE'S A HELPFUL HINT... 


Adhesions of Skin to Glans Penis 


SUCH ADHESIONS occasionally form after a “conservative” cir- 
cumcision where a generous amount of foreskin remains. 
Perhaps the tendency to adhesions is aggravated when the 
circumcision is done during the first few days of life—a time 
when the epithelial strata on the glans are too few to pre- 
vent avulsion areas. 

Simple, bloodless, almost painless treatment, at any age, 
consists of passing an ordinary threaded sewing needle (eye 
end first) under the skin bridge. A single strand thread is 
tied snug (not tight) around the bridge. 

With ends cut short, the tie is allowed to erode through 
—a process that takes five to 15 days. 

The mild local irritation insures eventual retraction of the 
bridge heads with an excellent result—Epwarp A. HackiE, 
M.D., Bellflower, California. 
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“Germinal” Tumors of Mediastinum 


From REPORTS that had previously appeared and to some 
extent from their own experience, Woolner, Jamplis and 
Kirklin noted that the entire spectrum of “germinal” tu- 
mors has been represented in both the anterior mediasti- 
num and the pineal region. Thus, these sites have been 
known to contain primary tumors of the following types: 
seminoma, adult teratoma, teratocarcinoma and chorio- 
carcinoma, pure or in various mixtures. Currently the 
authors reported three examples of primary seminoma 
of the mediastinum. Two of the tumors were “pure” 
forms—one, a mixture of teratocarcinoma and semino- 
ma. There has been no satisfactory explanation for the 
development of such tumors at sites so distant from the 
testes or ovaries. (New England J. Med., 252 :653, 1955.) 


Lead Poisoning 


Kyeter, Uhl and Brem reported a case of lead intoxi- 
cation and encephalopathy in a 20-month-old child who 
was in the habit of chewing on the window sills. They 
used a new therapeutic agent, EDTA (ethylene diamine 
tetra-acetic acid) or “‘Versene.” This material is a che- 
lating agent with a strong avidity for heavy metals. The 
authors used a solution consisting of 0.5 Gm. of calcium 
disodium EDTA in 100 cc. of normal saline solu- 
tion given by subcutaneous clysis. The clyses were 
administered three times daily for five days. There was 
neither local tissue damage nor adverse reaction, 
and the patient recovered. (New England J. Med., 
252:338, 1955.) 


Potassium Para-Aminosalicylate (KPAS) 


Motruan, Cohen and Zarafonetis administered potas- 
sium para-aminosalicylate in the form of a 10 per cent 
solution to 64 patients with tuberculosis. Sixty-one (95 
per cent of the subjects) tolerated doses of 12 Gm. daily 
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without difficulty and without evidence of potassium tox- 
icity. This finding appears even more remarkable when 
it is considered that 38 patients, comprising 59 per cent 
of the entire group, had been intolerant to prior therapy 
with PAS or sodium PAS. 

Plasma PAS concentration studies indicated that 
KPAS is more rapidly and probably more completely 
absorbed than is PAS and that 12 Gm. daily of KPAS 
produces PAS plasma concentrations comparable to 
those obtained with 12 Gm. of PAS daily. (Am. Rev. 
Tuberc., 71 :220, 1955.) 


Etiology of Sarcoidosis 


CHAPMAN ANALYZED several secondary factors which 
might be involved in the etiology of sarcoidosis. He 
showed that this disease is relatively rare in American 
Indians as well as in Chinese. Furthermore, it is much 
less frequently found among Negroes of Africa under 
native conditions than in Negroes in this country. In an 
analysis of geographic distribution he showed that sar- 
coidosis is a disease of temperate and subarctic climates 
and a comparatively rare one in equatorial areas. (Am. 
Rev. Tuberc., 71 :459, 1955.) 


Staphylococcal Endocarditis 


FisHer, Wagner and Ross record their clinical and 
therapeutic observations on 38 cases of staphylococcal 
endocarditis. Their series was arbitrarily divided into 
three periods. The first was 1933-43, a time in which 
no well-established antibiotic treatment was available, 
although penicillin was used in a few of the later cases, 
in doses now thought to have been inadequate. The 
second period, extending from 1944-48, represented 
the time during which effective doses of penicillin were 
used with most strains of staphylococci still sensitive 
to that agent. The third period included the five years, 
1949-53. The group of patients in this last period of 
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five years has been the main interest of the authors, 
since they presented special problems in diagnosis and 
therapy. 

An interesting and unexpected finding was that the 
majority of strains of staphylococci studied in the last 
five-year period were sensitive to penicillin. Thus, the 
staphylococci from 7 of 12 patients in which sensitivity 
tests were performed, the organisms were killed by less 
than one unit of penicillin per cubic centimeter. The 
organisms from the remaining five were resistant to 
one unit or more. 

Of the five patients with resistant organisms, three 
survived in spite of the fact that their organisms were 
resistant to 12.5, 62.5 and 50 units of penicillin respec- 
tively. Massive amounts of penicillin combined with 
large doses of erythromycin led to a favorable outcome 
in each case. Examples such as these have convinced 
the authors that, regardless of the laboratory findings, 
the therapeutic regimen should include penicillin. 

The most effectual therapy for staphylococcal endo- 
carditis at the present time is a combination of peni- 
cillin, erythromycin and one of the broad-spectrum 
antibiotics. One is guided to some extent by sensitivity 
tests, but penicillin should always be included even 
when the organism is resistant by laboratory testing. 
Massive doses are advocated, namely 8 million to 24 
million units a day depending upon the sensitivity. 
Most of their cases were treated for six or seven weeks. 

It is interesting that, in seven patients with sensitive 
strains, there were four survivals and three deaths. Just 
as has been stressed repeatedly in subacute bacterial 
endocarditis, though the infection may be eradicated, 
there remains the danger of extensive valve damage 
followed by myocardial failure. (Arch. Int. Med., 95: 
427, 1955.) 


Pneumoperitoneum for Pulmonary Emphysema 


BECKLAKE and his associates studied 11 patients with 
emphysema in whom pneumoperitoneum was deferred 
until maximum improvement had been obtained from 
other forms of therapy. They then induced pneumo- 
peritoneum and maintained it for two to 24 weeks. All 
but one patient showed subjective improvement. How- 
ever, only three patients obtained improvement in pul- 
monary function studies. These results suggested that 
pnheumoperitoneum was not a particularly useful treat- 
ment for emphysema. (Thorax, 9:222, 1954.) 


Milk-Alkali Syndrome 


Scuo1z and Keating reviewed eight cases of milk-alkali 
syndrome seen at the Mayo Clinic. The syndrome is 
characterized by (1) hypercalcemia without hypercal- 


106 


ciuria or hypophosphatemia, (2) calcinosis manifested 
especially by ocular lesions resembling band keratitis 
and (3) renal insufficiency with azotemia and occasion- 
ally alkalosis. 

This syndrome usually follows the prolonged intake 
of milk and absorbable alkalis, as in treatment of active 
peptic ulcer. The condition appears to be distinguish- 
able from primary hyperparathyroidism by the absence 
of hypercalciuria and because of the rapidity with which 
the azotemia and hypercalcemia disappear on omission 
of milk and antacids containing absorbable alkalis. 
(Arch. Int. Med., 95 :460, 1955.) 


Hereditary Ovalocytosis 


Ovat erythrocytes normally occur in the camel and 
llama but are comparatively unusual as a hereditary 
trait in the human, according to Wilson and Long. 
Between 350 and 400 cases of this anomaly have been 
reported. Of these it is estimated that only about 12 
per cent exhibited a significant anemia. Many authors 
stress this fact and also that this anomaly is not asso- 
ciated with any other hematologic abnormality. 

Wilson and Long reported two siblings with ovalo- 
cytosis who exhibited significant pancytopenia and 
splenomegaly. One patient underwent splenectomy, 
with a remarkable clinical response and recovery from 
pancytopenia. The second patient declined splenec- 
tomy. (Arch. Int. Med., 95 :438, 1955.) 


Better Surgery 


IN A PRESIDENTIAL ADDRESS delivered before the South- 
western Surgical Congress, Price praised the incom- 
parable surgical achievements of the present age. How- 
ever, he pointed out that in a number of ways surgery 
is deficient and can be improved. 

New therapeutic agents, such as antibiotics, are of 
inestimable value but tend to be overused and some- 
times misused. He recommended more restraint and 
rationality in their employment. 

Although modern anesthesia has contributed much 
to surgery, Price deplored the excessive use of tracheal 
intubation and too liberal employment of supplemen- 
tary medication. Blood transfusions and blood substi- 
tutes have contributed vastly to the broadening of mod- 
ern surgical fields, but he observed that often this 
supportive therapy is being employed excessively and 
unwisely. He recommended a clearer understanding of 
the specific indications for its use. The fundamental 
principles of surgery such as hemostasis, asepsis and 
gentleness in the handling of tissues have been replaced 
by the use of blood and blood substitutes. 

The most disturbing defects in the practice of surgery 
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today, however, come from wrong motivation. Price de- 
plored unnecessary surgery, possible now because of 
the increasing safety of surgical procedures. He recom- 
mended several principles to guide the judgment and 
technique of surgeons. People should be treated and 
not diseases alone. Each patient should be viewed as 
an individual of inestimable worth. Surgeons should 
strive to do more good than harm in every case. Each 
operation should be a feat of fine workmanship, and 
no surgery should be performed without justifiable in- 
dications. In a word he stated, the art of surgery has 
not kept pace with the science of surgery. (Am. Surgeon, 


21:109, 1955.) 


Fatal Hemorrhage in Tuberculosis 


THOMPSON SURVEYED 2,830 autopsies at the Municipal 
Tuberculosis Sanitarium in Chicago and found a re- 
port of 138 patients whose death was attributable to 
pulmonary hemorrhage. An analysis of these cases was 
made. 

Massive hemorrhage usually produces death by suf- 
focation, although blood loss in itself may be fatal in 
cachectic individuals. The amount of blood required to 
produce death by suffocation depends upon several 
factors. Collections of blood in the pulmonary paren- 
chyma partially destroyed by disease may cause asphyxia 
as well as actual obstruction of the main airways. 

In more than half of the cases a bleeding point was 
not identified. In some, bleeding from the bronchial 
artery was encountered ; in others hemorrhage occurred 
from an aneurysmal dilatation ofa major vessel. Erosion 
of a branch of the pulmonary artery by calcified glands 
was found in one case. (Am.J. Surg., 89: 637, 1955.) 


Cancer of the Lung 


Ocusner, Ray and Acree emphasize that cancer of the 
lung is increasing more rapidly than any other type 
of human cancer. They are convinced that this in- 
crease is due to the carcinogenic effect of cigarette 
smoking. They feel strongly that any man past 40 
years of age who has been a heavy smoker should be 
suspected of having bronchogenic cancer if he has an 
unexplained thoracic discomfort. They caution that 
viral pneumonitis should be viewed with suspicion in 
all such persons because of the likelihood that an as- 
sociated infection in bronchogenic cancer can simulate 
viral pneumonitis. 

Furthermore, the authors advise that all men past 
the age of 40 who have been heavy smokers should 
have a routine chest x-ray at least every six months. 
Any shadow that appears should be considered sus- 
Picious of carcinoma. In their experience, bronchos- 


GP August 1955 


1,457, CASES OF LUNG CANCER 


copy makes a positive diagnosis in only one-third of the 
cases. They found cytologic examination of the bron- 
chial secretions the most valuable method of making a 
positive diagnosis of bronchogenic carcinoma. In 68 
per cent of the cases, it was possible to make a positive 
diagnosis using this technique of examination. In 20 
per cent of the cases, it was not possible to make a 
positive diagnosis before thoracic exploration. 

In their series of 1,457 cases, 46 per cent were in- 
operable when first seen. Although 54 per cent were 
considered operable, some patients refused surgery. 
Seven hundred and twenty-three patients were ex- 
plored; 35 per cent had nonresectable lesions. Among 
those who had resectable lesions, there were 89 pa- 
tients who died in the hospital (see accompanying dia- 
gram). The fact that more cases were not suitable for 
resection at the time they were first seen was thought 
to be due to the long delay (an average of 8.7 months) 
from the onset of the first symptom until therapy was 
instituted. 

It should be emphasized that in 73 per cent of the 
patients who underwent resection, the operation was 
considered to be a palliative one. In other words, the 
cancer had extended beyond the lung so that curative 
resection was not possible in this 73 per cent of the 
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group. The authors feel justified in performing pallia- 
tive resection for even though the patient may not sur- 
vive any longer than if he were not operated upon, he 
will be relieved of symptoms produced by complica- 
tions of the tumor such as suppuration or hemorrhage. 

Of the patients who had resections, 13.5 per cent 
were alive at the end of five years and were apparently 
free from the disease. In the group in whom resection 
was not done, only 17 per cent survived six months 
and only 1 per cent were alive at the end of two years 
even though other palliative therapy was used. (Am. 
Rev. Tuberc., 70:763, 1954.) 


Surgical Complication from Cortisone 


THE PREOPERATIVE USE of ACTH, cortisone and other 
adrenal steroids can result in a number of complica- 
tions, according to a recent article by Downs and 
Cooper. Among these are the formation of a peptic ul- 
cer or the perforation ofa pre-existing ulcer, postopera- 
tive adrenal cortical failure, perforation of the colon 
in ulcerative colitis patients, overwhelming infection, 
venous thrombosis and delay in wound healing. 

Both in normal patients and in those with peptic 
ulcer, cortisone causes an increase in basal and noctur- 
nal hydrochloric acid secretion. The urinary excretion 
of uropepsin in normal individuals may be raised to the 
high levels encountered in those with peptic ulceration. 
A history suggestive of peptic ulcer warrants investi- 
gation of the upper gastrointestinal tract prior to the 
use of cortisone or ACTH. In the presence of a healed 
ulcer, cortisone and ACTH should be limited to cases 
of extreme urgency. 

If cortisone has been administered over a period of 
time unknown to the surgeon, acute adrenal cortical 
failure may develop during the postoperative period. 
This is evidenced by hypotension, weakness and col- 
lapse. A rise in the eosinophil count and lowering of 
17-ketosteroid levels in the urine are indicative of low 
adrenal cortical activity. This complication may pro- 
duce death unless recognized. The Thorn test is useful, 
and if patients who have been on cortisone therapy are 
found to have diminished adrenal cortical reserve, 100 
mg. of cortisone in 500 cc. of normal salt solution should 
be given over an eight-hour period, then gradually re- 
duced as the patient’s recovery progresses. 

In the treatment of ulcerative colitis, cortisone and 
ACTH are sometimes of value for relief of symptoms 
(fever, pain and diarrhea). The appetite is improved, 
and a mild state of euphoria is achieved. However, the 
authors report a case in which several perforations of 
the colon were unrecognized because of cortisone ther- 
apy until distention and the presence of free air in the 
peritoneal cavity made the complication obvious. 
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ACTH and cortisone suppress inflammatory pro: - 
esses by decreasing vascular permeability, exudation 
and the migration of inflammatory cells. Manifestations 
of infection, such as fever and toxemia, are decreased. 
and in this way, infection may be disseminated without 
signs of septicemia. 

The adrenal steroids have a beneficial effect in de- 
creasing the clotting time but, if given over a long 
period of time, seem to produce a higher incidence of 
venous thrombosis than in untreated cases. 

Through interference with inflammatory elements 
and with epithelialization, ACTH and cortisone retard 
wound healing. The proliferation of fibroblasts is de- 
creased. Serious interference with wound healing rarely 
occurs, however, unless the dosage is high and pro- 
longed. 

The ease with which these drugs can be administered 
orally makes it imperative that every surgical patient be 
questioned about their use before operative procedures 
are undertaken. (Am. Surgeon, 21:141, 1955.) 


Bile Peritonitis 


BILE PERITONITIS is:a serious abdominal catastrophe 
with a mortality rate of from 50 to 75 per cent, accord- 
ing toa recent article by Bell and Warden. The authors 
discussed the etiology of this condition and found that 
it results more often from trauma and from complica- 
tions of operative surgery than from other causes. Liver 
laceration is the most frequent etiologic factor, bile 
duct injury second, and rupture of the gallbladder the 
least common. 

Leakage may occur around a T-tube or through a 
cystic duct stump or from the common duct following 
accidental removal of a T-tube before a fistulous tract 
has been well formed. Medical liver biopsy has also 
been responsible for some cases of bile peritonitis. 
Idiopathic leakage from the biliary tract occurs rarely. 

The effects of bile peritonitis which render it ex- 
tremely dangerous are due to the bile salts. Congestion 
and edema of the viscera produce shock by fluid loss. 
Inflammatory response may be inhibited, and a local 
necrotizing effect may occur. Purulent peritonitis with 
anaerobic infection of the liver, pancreas and spleen, 
may result. Toxic and lethal amounts of bile salts may 
be absorbed into the blood stream. 

The authors presented three cases: one due to ex- 
travasation in acute cholecystitis, one due to a leakage 
of a duodenal stump closure and one following injury 
to the abdomen. Early treatment was recommended, 
consisting of laparotomy and lavage of the abdominal 
cavity with normal saline. The authors suggested the 
use of Dextran in the treatment of shock associated 


with this condition. (Am. J. Surg., 89: 579, 1955.) 
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Major Hand Infections 


FLYNN REPORTED that the major infections of the hand 
—lymphangitis, deep fascial space abscess, acute sup- 
purative tenosynovitis—have become much less preva- 
lent since the advent of antibiotics (Figure 1). More- 
over, complications of lymphangitis and deep fascial 
space abscess have become rare. The complications of 
acute suppurative tenosynovitis are less severe and 
occur about 16 per cent as frequently as they did dur- 
ing the preantibiotic era. 

Superficial lymphangitis results from an abrasion or 
a superficial wound of the hand. There are familiar red 
streaks extending up the arm, plus general signs of 
infection. Deep lymphangitis originates in a deep in- 
fection, such as osteomyelitis. The entire hand and 
forearm rapidly become swollen, and general signs of 
infection are more pronounced. Unlike deep fascial 
space abscess or acute suppurative tenosynovitis, the 
fingers can move without pain and there is no tender- 
ness over the tendons or in the palm. | 

Deep fascial space abscess is deep to the flexor 
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Figure 1. Prevalence of major hand infections. 
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tendons—causes rapid local swelling in the palm and 
swelling over the dorsum of the hand. The fingers are 
flexed and cannot be moved without causing pain. 
These abscesses result from puncture wounds or from 
infection of adjacent structures. Acute suppurative 
tenosynovitis has a similar etiology. 

Flynn recommends three principles of therapy: (1) 
antibiotic treatment (usually penicillin), (2) incision 
and drainage of accumulations of pus, (3) hot fomenta- 
tions to reduce cellulitis. (New England J. Med., 
252 :605, 1955.) 


Coagulation After Incompatible Transfusion 


HEMORRHAGE of minor or major degree can follow the 
administration of an incompatible blood transfusion, 
according to a recent report by McKay and his cowork- 
ers. This phenomenon has been observed by other au- 
thors. It may occur during operations immediately 
after the beginning of an incompatible infusion of 


blood. 


The mechanism by which hemorrhage occurs has 
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been investigated. In dogs, there is a tendency toward 
intravascular coagulation, producing a fall in circulat- 
ing platelets and other changes in the coagulation 
mechanism. Such changes in the blood coagulation 


mechanism in humans include thrombocytopenia, pro- — 


longation of the coagulation time, prolongation of the 
prothrombin time, a decrease in circulating white blood 
cells, the appearance of fibrinolytic activity and of a 
“heparinoid” anticoagulant. In experimental animals, 
the fibrinogen level does not decrease as greatly as in 
humans, nor does fibrinolytic activity appear. 

Two practical implications from this knowledge af- 
fect the management of hemorrhage from incompatible 
transfusion reactions: (1) an immediate estimate of all 
the main blood clotting factors should be obtained, and 
(2) depending on the results, purified fibrinogen and/ 
or antiheparin agents (toluidine blue, possibly prota- 
mine sulfate) should be given. These, in certain cases, 


may be lifesaving. (Am. J. Surg., 89: 583, 1955.) 


Recurrent Peptic Ulcer 


PERSISTENT or recurrent ulceration following primary 
or secondary operations for the ulcer diathesis are due, 
in most instances, to the inadequacy of the extent of 
gastric resection or incompleteness of vagotomy, ac- 
cording to a recent article by Everson and Allen. These 
authors have studied a group of 90 patients with gas- 
trojejunal ulceration among whom 11 developed per- 
sistent or recurrent ulceration following secondary op- 
erations. Thirty-eight operations were performed upon 
these 11 patients. 

Although vagotomy was carried out nine times, only 
twice was it proven complete by the postoperative in- 
sulin test. Among the patients treated by gastric resec- 
tion, only about half had 75 per cent or more of the 
stomach resected. In the great majority of patients who 
had either 75 per cent of the stomach resected or an 
effective vagotomy, permanent cure was obtained. 

The authors recommended that some definite meth- 
od be used to determine how much of the stomach is 
removed. Comparing the length of the lesser and great- 
er curvatures or the original and residual stomach, use 
of a polar planimeter method to determine the amount 
of stomach remaining or estimating the extent of resec- 
tion by weighing the resected specimen, all are useful 
procedures. 

If vagotomy is employed, better results will be ob- 
tained by the transthoracic approach. If the abdominal 
approach is used, the vagus nerve should be divided as 
high as possible after the lower portion of the esopha- 
gus has been mobilized from the diaphragm. In a large 
majority of cases, if 75 per cent of the stomach is re- 
sected, control of the ulcer diathesis will be obtained. 
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Those who develop recurrent or persistent ulcer sym))- 
toms will usually respond to complete vagotomy. Should 
ulceration occur following gastric resection and com- 
plete vagotomy, nearly total gastric resection or per- 
haps extensive medical therapy may be effective. (Am. 
Surgeon, 21: 130, 1955.) 


Implantation of Cancer 


THE IMPORTANT DANGER of implantation of cancer dur- 
ing surgical procedures has been emphasized by Acker- 
man and Wheat. This implantation is not always avoid- 
able, but the risk should be considered and all precau- 
tions taken to prevent its occurrence. A number of 
cases were reported in which surgical implantation 
was known to have occurred. 

In performing a skin graft at the time of excision of 
a squamous cell carcinoma of the skin, viable tumor 
cells were implanted at the graft site. This became ap- 
parent three months later. In another instance, a para- 
thyroid carcinoma was inadequately removed, and the 
cells implanted in the soft tissue where the tumor 
grew, invaded and finally caused the death of the pa- 
tient. They cited an instance of implantation of carci- 
noma of the thyroid in the subcutaneous tissue of a 43- 
year-old woman where a nodule appeared seven years 
later and was found to be persistent carcinoma. In 
treatment of carcinoma of the rectum, a number of in- 
stances were cited in which local implantation of the 
tumor cells had occurred in the perineal incision only 
to appear a short time later as a recurrent tumor. In one 
instance, the tumor was implanted by cautery in the 
biopsy of a lung tumor by electrosurgery. The tumor 
was later removed. 

When a biopsy has been taken and the surgeon’s 
hands washed in sterile water, living tumor cells have 
been isolated in the fluid used. The authors emphasized 
the importance of changing instruments, gloves and 
drapes between the performance of a biopsy and re- 
moval of the tumor. If needle biopsies are employed, 
the needle tract should be excised along with the in- 
volved organ to prevent regrowth of the tumor. Should 
a tumor be implanted at a distance from the primary 
site and become evident later, its removal may be fol- 


lowed by a cure. (Surgery, 37: 341, 1955.) 


Plasma Expanders in Combat Casualties 


A sTUDY OF THE USE of plasma expanders in combat 
casualties has been carried out by Frawley and his co- 
workers. It had been demonstrated previously that 
plasma retention of these substances is in relation to 
the molecular size of the material employed. Dextran 
and gelatin were used (average molecular size, 42,000 
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and 34,000 respectively). These expanders were em- 
ployed in a total of 26 serious combat casualties, and 
no significant difference in the plasma retention was 
observed between the two. 

The retention of both Dextran and gelatin was of 
short duration, 21 per cent or 23 per cent being re- 
tained in the plasma infusion. This rate did not differ 
significantly from that of normals receiving the same 
molecular weight fraction. The rapid loss of the ex- 
panders from the plasma was reflected by a rapid uri- 
nary excretion. However, when the expanders were ad- 
ministered by slow drip infusions averaging 2.5 hours 
per 500 cc., successful management of patients during 
military evacuation was possible in spite of the tempo- 
rary nature of the volume expansion. More prolonged 
expansion would be desirable for situations in which 
greater delay of the administration of whole blood 
could be anticipated, and the authors stated that un- 
doubtedly this could be furnished by larger molecular 
fractions. (Surgery, 37: 384, 1955.) 


Digitalis in Myocardial Infarction 


Boyer’s STUDIES indicate that it is quite all right to 
administer digitalis when necessary to patients having 
fresh myocardial infarction. He emphasizes that much 
of the fear of using digitalis in the presence of fresh 
myocardial infarction rested on insecure ground, being 
the result of animal experimentation concerned with 
toxic or lethal amounts of the drug combined with 
liberal amounts of sometimes “fallacious speculation.” 

It is not necessary to use quinidine or procaine amide 
along with the digitalis. However, if cardiac irritability 
is already present, one of these drugs is indicated. 
(New England J. Med., 252 :536, 1955.) 


Intussusception 


Root, Christensen and Peterson reported on an ex- 
perience with 66 cases of intussusception. The ma- 
jority of the patients was under 2 years of age. Two- 
thirds of them were males. The prevalence of symp- 
toms and signs is shown in Figure 1. 

Two factors chiefly influenced the prognosis. First, 
the need for bowel resection was directly related to 
the duration of symptoms before operation (Figure 2). 
Second, the farther the intussusception had advanced 
into the left side of the colon, the more serious the 
prognosis. There were three deaths—one in a 4-day- 
old infant in whom a diagnosis had not been made, 
two in patients having extensive intussusception. 

The authors emphasized the advantage of a barium 
enema in cases in which diagnosis is doubtful. Includ- 
ed in this group are infants in whom intussusception 
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Figure 1. Prevalence of symptoms and signs in 66 cases of intus- 
susception. 


No, of Patients 5 a3 30 25 


Resections 
Figure 2. Influence of duration of symptoms on need for bowel re- 
section in intussusception. 


follows an acute gastroenteritis so that the clinical 
course is atypical. The barium enema shows the ob- 
struction and also provides a typical sign—the “coil 
spring” effect. Sometimes the barium enema reduces 
the intussusception completely. (Surg., Gynec. ¢ Obst., 
100:171, 1955.) 
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Primary Cancer of the Liver 


Coun anp Raymonp have studied a series of 56 cases of 
primary carcinoma of the liver encountered in Charity 
Hospital. Because this tumor continues to be a difficult 
diagnostic problem, they have presented the results of 
their study. The disease was found to be five times more 
common in the male than in the female. The impor- 
tance of a careful history and physical examination was 
emphasized. An early suspicion of the disease is essen- 
tial if the diagnosis is to be established by later study. 

The complaints that should raise suspicion of pri- 
mary cancer of the liver are: (1) unexplained pain in 
the abdomen, (2) vague gastrointestinal dysfunction, 
(3) otherwise unexplained abdominal distention or 
mass and (4) unexplained chest pain. Weight loss, if 
combined with any of the above complaints, should 
also be considered suspicious. 

Pain was the chief complaint in 41 of the cases. It 
was located in any part of the abdomen and even in the 
chest. A number of patients reported a sharp, severe 
pain, and some classified it as cramping or burning. 

Peripheral edema, change in stool color, nausea and 
vomiting occurred in more than half of the patients 
and should be noted with care. The serum bilirubin 
was abnormal in 80 per cent, and cephalin flocculation 
in 45 per cent. Gastrointestinal x-ray studies revealed 
an intrinsic mass in a number of instances, but in three, 
these studies were entirely negative. Surgery was per- 
formed in seven on the basis of suspicion of the disease 
but, in only one, was a partial hepatectomy performed. 
Survival from the time of diagnosis was short, varying 
from one or two days to three months. The diagnosis 
was made correctly by surgical intervention with biop- 
sy in 21 cases. Twenty-four were not diagnosed until 
autopsy. 

A diagnosis of cirrhosis was made in only 13 of the 
patients in the entire series, a fact in contrast with most 
reported articles on the subject which indicate that cir- 
rhosis is present in from 25 to 90 per cent of the patients. 

The authors emphasized the value of liver function 
tests, of properly taken x-ray films of the upper and 
lower intestinal tract to determine the presence of in- 
trinsic masses, and particularly the importance of ex- 
ploratory laparotomy without long periods of study. 
Only earlier diagnostic exploration can afford a better 


prognosis. (Surgery, 37: 356, 1955.) 


Relief of Resistant Edema 


In sprre of improved therapeutic methods, massive 
edema may resist usual treatment in some cases of heart 
failure or nephrosis. Often, in such cases, ascites or 
hydrothorax is a feature. Under these circumstances, 
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Schemm and Camara advocate repeated aspirations «[ 
fluid from the serous cavity. 

In 14 patients of the type under discussion, the au- 
thors found that they could remove large amounts of 
fluid without causing the blood sodium or blood protein 
values to fall. Gradually, the patients showed a reduc- 
tion of peripheral edema although the serous effusions 
persisted. It was as though the serous cavity acted as a 
“sump” into which edema fluid readily seeped after 
each aspiration. (Circulation, 11:411, 1955.) 


Multiple Sclerosis and Amyotrophic Lateral Sclerosis 


ALTHOUGH multiple sclerosis aad amyotrophic lateral 
sclerosis have some clinical similarities, they are truly 
distinct pathologically and in finer clinical details. Kur- 
land and associates have reported epidemiologic and 
genetic data that further distinguish the two disorders. 

Thus multiple sclerosis is comparatively rare in the 
tropics and subtropics, and has no definite genetic pat- 
tern. The data strongly suggest that an exogenous (en- 
vironmental) factor is of prime etiologic importance. 

Amyotrophic lateral sclerosis seems not to be influ- 
enced by exogenous factors and does show a tendency 
to run in families. Kurland’s group “inferred that this 
disorder is due to some yet undetected metabolic dis- 
turbance that develops in adulthood and is often in- 
herited.” (New England J. Med., 252:649, 252 :697, 
1955.) 


Cholecystectomy in Adams-Stokes Disease 


McLemore AND Levine advocate a search for evidence of 
gallbladder disease in cases of Adams-Stokes disease. 
This idea is predicated on an experience with seven 
patients having a combination of cholelithiasis and 
heart block. All patients had been having symptoms of 
biliary tract disease. Six of the seven had been having 
syncopal attacks (Adams-Stokes syndrome). All of the 
patients tolerated cholecystectomy satisfactorily. After- 
ward the frequency of syncopal attacks was greatly re- 
duced in those six patients who had been having them 
before operation. The good effects were so striking that 
the authors were led to propose that cholecystectomy 
may have been the means for ridding the patients of a 
gallbladder that had been providing a neurogenic stimu- 
lus for Adams-Stokes attacks. (Am. J. M. Sc., 229:386, 
1955.) 


Acute Hemorrhagic Pancreatitis 


Esxwitu and his associates report a case of acute hemor- 
rhagic pancreatitis treated with cortisone. There was 
striking improvement in the patient’s general appear- 
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ance, pain was relieved and appetite increased. Al- 
though other therapy was administered simultaneous- 
ly, the authors were convinced that the improvement 
was predominantly the result of cortisone therapy. 


(New England J. Med., 252:494, 1955.) 


Surgical Treatment of Cholecystitis 


MEAGHER AND CampBELL collected records of 329 cases 
with a preoperative diagnosis of cholecystitis—99 
acute cholecystitis, 230 chronic cholecystitis. The diag- 
nostic error was about 10 per cent in both groups 
(Figure 1). 

The case complication rates and mortality rates 
under varying circumstances of surgery are shown in 
Figure 2. The authors concluded from these data that 
the alarmingly high morbidity and mortality associated 
with the emergency treatment of acute cholecystitis 
stress the need for a more conservative approach. 


(New England J. Med., 252:612, 1955.) 


Figure 1 (left). Diagnostic error in operations for preoperative 
diagnosis of cholecystitis. 
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Disease of Internal Carotid Artery 


Miuikan and Deikert have described a group of cases 
that were thought to exemplify the syndrome of inter- 
mittent insufficiency of the internal carotid arterial sys- 
tem. All of the patients had suffered intermittent at- 
tacks of unilateral impairment of motor or sensory 
function, or both. Sometimes there was an associated 
disorder of speech or impairment of vision (this latter 
in the eye on the side of the artery affected). Eventu- 
ally the patients developed a permanent severe neuro- 
logic deficit and, at that time, the internal carotid 
artery was found to be occluded. Thus, there was rea- 
son to infer that the earlier “\premonitory” symptoms 
had indicated partial occlusion of the internal carotid 
artery. 

Findings that were helpful in diagnosis of the syn- 
drome included: (1) absence of phenomena produced 
by increased intracranial pressure, (2) homolateral im- 
pairment of vision during attacks, (3) decrease in retinal 
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Figure 2 (right). Case complication rates and mortality rates with 
operations for cholecystitis. 
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blood pressure on the side of involvement, (4) de- 
creased pulsation of the common or of the internal 
carotid artery. The authors advocated administration 
of anticoagulant drugs unless there was some con- 
traindication to such therapy. (Proc. Staff Meet., Mayo 
Clin., 30:186, 1955.) 


Treatment of Brittle Nails 


Rosenserc and Oster discuss the problem of brittle 
nails in an otherwise normal person. Characteristically 
these nails peel or chip off in layers (laminae), and, as 
the authors point out, cause concern to the fastidious 
female. When the question is posed to a physician, it 
is generally shrugged off, as of no moment. The authors 
point out that this attitude fails to recognize the im- 
portance of the problem to women who have special 
reasons for preserving the meticulous appearance of 
their hands. 

Forty-four patients were treated for a period of 15 
weeks by adding 7 Gm. of gelatin daily to the normal 
diet. The occupation was not changed, and the general 
pretreatment conditions of environment were main- 
tained. Of 36 normal patients with laminating nails, 
26 were improved, as were five psoriatics. In three 
diabetics, there was no improvement. No improvement 
was seen in congenital nail deformities. (Connecticut 


M. J., 19:171, 1955.) 


Chest Pain After Myocardial Infarction 


Epwarps evaluates persisting chest pain in eight of 60 
patients with myocardial infarction. In one of these 
patients, there was coexistent shoulder-hand pain, and 
in the remaining seven, chest pain only. In six, the 
pain occurred in the left precordium, and in two, the 
entire anterior chest wall was involved. The distribu- 
tion in four patients coincided with the area in which 
pain had been experienced during earlier infarction. 
The onset, which was gradual, occurred in the first 
two weeks in six patients, after three months in one 
and sixmonths in another. The intensity was generally 
mild to moderate, though occasionally severe enough 
to require opiates—the most severe attacks occurring 
shortly after infarction. The average duration was one 
to two hours, with extremes of minutes to days. There 
was intermittent recurrence during a period varying 
from one month to three years. It was described as 
steady, dull, aching or pressing. 

Local muscle tenderness was frequent in the area of 
pain. The pain was reproduced by twisting the body, 
or raising the hands above the head, but not by exer- 
tion. Nitroglycerin gave no relief, and there were no 
associated electrocardiographic changes. 
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The mechanism is enigmatic, but it is postulated 
that reflex sympathetic dystrophy, disuse (long-term 
splinting) and afferent impulses from the heart may 
explain this musculoskeletal chest pain. 

Its importance lies in differentiation from myocardial 
infarction and angina pectoris. (Am. Heart J., 49:713. 
1955.) 


Parenteral Reserpine 


Rea AND Fazekas administered large doses of reserpine 
parenterally to nine acutely disturbed patients. The 
dosage ranged from 4 to 15 mg. Orthostatic hypoten- 
sion occurred in two subjects and another died in 
shock. In the latter case, the electrocardiogram re- 
vealed changes suggestive of myocardial toxicity. 
There was no tranquilizing effect. In view of the lack 
of therapeutic response and occasional severe compli- 
cations, the authors feel that the parenteral adminis- 
tration of reserpine in the management of acutely 
disturbed alcoholics is not warranted. (Arch. Int. 
Med., 95 :538, 1955.) 


Restenosis of Mitral Valve 


DerinirE rheumatic restenosis of the mitral valve. 
although anticipated, has been adequately documented 
in very few cases, according to McKusick. The author 
reports a case of autopsy-confirmed rheumatic mitral 
restenosis. Successful mitral commissurotomy was 
performed 57 months before death. Low-grade rheu- 
matic activity was present at the time of valvulotomy 
and continued until death. In addition, inadequate 
sulfonamide prophylaxis was carried out. These two 
factors were considered responsible for the develop- 
ment of the rheumatic valvulitis which terminated in 
mitral stenosis and death from acute pulmonary 
edema. (Arch. Int. Med., 95:557, 1955.) 


Trichinosis with Myocarditis 


THE CHIEF DANGER and most frequent complication ot 
trichinosis is myocarditis, and deaths from trichinosis 
occur because of the development of congestive heart 
failure and bronchopneumonia. Segar and his coworkers 
report a case of severe trichinosis complicated by myo- 
carditis in which ACTH brought about clinical im- 
provement and prompt improvement of myocarditis. 
The authors suggested that ACTH suppressed the in- 
flammatory response not only in skeletal muscle but 
also in the myocardium. This was shown also by the 
improvement in serial electrocardiograms—improve- 
ment that began within 36 hours after the administra- 
tion of ACTH. (New England J. Med., 252 :397, 1955.) 
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Reaction to Pertussis Vaccine 


Q. A 5-month-old infant had apparent reaction to first 
injection D.P.T. given deeply in buttock. Developed 
irritability, refused feeding, fever within six hours of 
injection. Preinjection examination was negative. 
W.B.C. 26,600. Has done well with treatment thus 
far. What is accepted procedure concerning remain- 
ing injections for immunization ? 


A. It is advisable to discontinue immunization pro- 
cedures at present. Occasionally, not often, encepha- 
litis attributable to pertussis vaccine develops. In a 
number of such instances it has been found that there 
was a history of mental deficiency in the child or in 
some near relative. 

If the patient has fully recovered from the reaction 
described, a second injection, omitting pertussis vac- 
cine, may be given at 7 months. In the meantime a skin 
test (Moloney) for alum sensitivity should be made. If 
the Moloney test is positive, it would be prudent to use 
fluid (plain) toxoid for any additional injections of 
antigen. Fluid toxoids are said to be given almost ex- 
clusively in Canada. 

If there is the slightest suspicion that the primary 
reaction was caused by the pertussis vaccine, all fur- 
ther attempts to immunize against whooping cough 
should be abandoned. 


The Newborn’s Feet 
Q. What are the criteria in examining the feet of the 


newborn ? When should one put a cast on, or consult 
with an orthopedist ? When can one expect that the 
feet will straighten out ? How far can the mobility of 
an ankle joint go to be considered normal ? When 
abnormal ? 


A. The foot of the newborn is examined from the 
standpoint of appearance and ranges of active and pas- 
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sive motion. Obviously, the foot should consist of the 
heel which is well outlined, the body of the foot and the 
five toes or digits. The five toes should be separate 
from each other, and capable of individual movements. 
The relaxed foot of the normal infant should point 
downward in moderate equinus, and the great toe in- 
ward in moderate varus. 

Each foot should be capable of being moved by the 
examiner through a full range of motion without re- 
sistance. Flexion and extension should pass through a 
range of approximately 80 degrees. This would be 25 
degrees of dorsiflexion, that is, 25 degrees above 90 
and 55 degrees in equinus direction from 90 degrees, 
which is usually considered a neutral position. Inver- 
sion and eversion should be easily and freely demon- 
strable both passively and actively (usually demonstra- 
ble when the bottom of the foot of the infant is stroked 
with a tongue depressor or with the thumb nail of the 
examining physician). 

If the foot is held in a fixed or resistant position of 
inversion and equinus, which we speak of as an equino- 
varus type of club foot, or is merely held in very resist- 
ant metatarsus-varus position, a cast may be advisable. 
Orthopedic surgeons differ widely with regard to the 
age at which a cast should be applied. In no instance, 
however, should the use of a cast for the correction of a 
rather definite deformity be delayed until the child is 
older than 6 or 8 weeks. Immediately after birth, the 
mother of the child should be taught how to gently 
stretch and manipulate the foot toward correction. I 
prefer to wait until the child is at least 3 weeks old be- 
fore applying the first cast. With good cooperation and 
intelligent manipulation or stretching carried out sev- 
eral times each day by one or both parents, a great deal 
of improvement can be noted during this first few 
weeks. Occasionally, the improvement is so great that 
a cast which had been planned may be found unneces- 
sary by the time the child is 3 or 4 weeks of age. Unless 
the family doctor knows how to teach the parents to 
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carry out the manipulations, it is wise to have a con- 
sultation with an orthopedic surgeon as soon as this is 
conveniently possible after the child is born. 

The more simple types of club foot deformities cor- 
rect rapidly. For the truly dynamic type of club foot in 
which there is a marked imbalance or a difference in 
strength and in tonicity of the muscles which are pull- 
ing the foot out of position, some type of treatment or 
supervision and repeated casts, with perhaps later on 
open surgery, can be anticipated. It is well to advise the 
parents of the child who has this type of severe club 
foot, or a club foot that is produced by muscle contrac- 
tures as in arthrogryposis, that treatment of the foot 
will have to be continued intermittently until a child 
has almost reached full adult maturity. 

The question of ankle joint mobility has been an- 
swered and it is only important toremember that it varies 
greatly between infants who may all be normal. If the 
foot does not dorsiflex readily to a right angle position, 
or if the foot is in a marked position of dorsiflexion and 
cannot be readily brought down to a position of equi- 
nus, it is, of course, abnormal. Treatment would then 


be indicated. 


Use of Radioactive Gold 


Q. What is the value of radioactive gold in advanced 
cancer of the abdominal cavity or pelvis ? 


A. Radioactive gold is useful when malignant cells 
are implanted over the peritoneal or pleural surface 
and produce ascites or a pleural effusion. Fluid must 
be present to allow dispersion of the material. Radio- 
active gold has no value if tumor masses are present 
and should not be injected into a localized pocket of 
fluid. About 90 per cent of its emission is beta rays 
which are entirely absorbed in the tissue, but about 10 
per cent is gamma rays which are very penetrating. For 
this reason, those attending the patient may get a sig- 
nificant dose of radiation unless care is used. 

Many workers prefer radioactive phosphorus for this 
purpose because its radiation contains no gamma rays. 
This makes the problem of handling the material and 
of protection much simpler, and the effect on carci- 
nomatosis of the serosal or the pleural surfaces is the 
same. 

Treatment with this material is particularly indi- 
cated when rapid recurrence of ascites makes frequent 
tapping necessary. The treatment should be given by a 
radiologist properly trained in the use of radioactive 
isotopes. Although this treatment is purely palliative 
and probably does not prolong life, the recurrence of 
fluid may be retarded and the symptoms improved in a 
fairly high percentage of properly selected cases. 

The injection of radioactive gold into the parame- 
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trial tissues to augment the effect of intracavitary or ¢\- 
ternal radiation has been recommended by some work. - 
ers. Some of this material is said to reach the regional 
lymph nodes through the lymphatics. This procedure 
may be useful in cases where the skin tolerance to ex- 
ternal radiation has been reached and it seems advis- 
able to add more radiation. 

Details of these various methods can be obtained 
from the articles referred to below. 

A more even distribution of radiation throughout 
the pelvis can be obtained by rotation or careful cross- 
fire techniques, or with supervoltage rays. Not enough 
time has elapsed for an appraisal of the value of this 
method. (Sherman, A. J., et al.: Am. J. Roentgenol., 
66 :624, 1951; Soule, S. D.: West. J. Surg., 61:297, 
1953; Storaasli, J. P., et al.: Surg., Gynec. & Obst., 
96:707, 1953.) 


Treatment of Depression 


Q. Please outline treatment of depressive psychosis with 
sodium succinate. 


A. The use of sodium succinate in the treatment of 
depressive psychosis has been largely experimented 
with abroad. Studies by Harris at Maudsley Hospital 
of 30 cases gave no clear evidence of therapeutic value. 
DeLay (Paris) did obtain beneficial results as were also 
reported by Savery (Antwerp). One of the best studies 
is by Gershon and Trautner at Melbourne (Medical 
Journal of Australia volume 2, page 291, August 21, 
1954). At best one would have to say that this method 
of treatment is still in the experimental stage. 


Posterior Cerebellar Artery Syndrome 


Q. What is the best way to control episodes of dizziness in 
a patient who has made an otherwise good recovery 
from thrombosis of the posterior cerebellar artery. 
Arteriosclerosis is moderate in this fairly obese 68- 


year-old female and blood pressure is 145 over 80. 


A. As a general rule the vertigo that follows throm- 
bosis of the posterior inferior cerebellar artery tends to 
diminish and eventually, after a few months, to disap- 
pear. At the age of 68 it is quite likely that arterioscle- 
rotic narrowing of other vessels in the neighborhood 
may contribute to the persistence of dizziness. 

In my experience drugs have not been very helpful. 
Dramamine—25 mg., t.i.d., may be tried and, failing 
this, papaverine—100 mg. every four hours. Occasion- 
ally potassium chloride, 1 gram in milk after each 
meal, is beneficial. 

If these medications do not help, then one may be 
forced to administer phenobarbital, 30 mg. two or three 
times a day, and mark time. 
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Fertility Rebound 


(American Medical Association, Atlantic City, June 8.) 
SUFFICIENTLY LARGE DOSES of testosterone to depress 
sperm-formation, so none appears in semen, are often 
followed by a “rebound” phenomenon, with sperm 
count rising above the level prior to treatment. The 
hormone is administered for several months, then 
abruptly stopped. This appears to be a temporarily 
useful method in certain cases of infertility.—Dr. 
Cuartes W. Cuarney, Albert Einstein Medical Center, 
Philadelphia. 


Dangers of X-rays to Doctors 


(Ibid. June 8.) MANY PHYSICIANS using x-ray techniques 
are not aware of the potential dangers, and it is “‘par- 
ticularly tragic” that many young doctors’ careers are 
interrupted or ended by x-ray overexposure. ‘“Care- 
lessness or ignorance has resulted in the untimely 
deaths of many workers.”—Drs. Max Rrrvo, G. J. 
D’Ancio and Ivan E. Ruoves, Boston City Hospital. 


Athlete’s Foot Not Contagious 


(Ibid. June 9.) DELIBERATE ATTEMPTS to spread athlete’s 
foot by exposing volunteers to infectious material 
failed, indicating that exposure to fungi plays a very 
small role in causing acute attacks of this disease. 
Lowered body resistance, probably localized in the feet, 
18 more important in precipitating attacks. It is appar- 
ently pointless to worry about infection from bathtubs, 
swimming or shower areas, shoes, slippers, socks, etc. 
Individual hygiene, especially of the feet, is of greatest 
importance.—Rupoitr L. Barer, m.p., STantey A. 
RoseNTHAL, PH.D., Jerome Z. Lirr, and Hymen 


RocacuErsKy, M.D., New York University-Bellevue Medi- 
cal Center, 


Here each month are published notes of progress 

in diagnosis and treatment as reported at recent medical meetings. 
GP's aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 


in the daily press and weekly newsmagazines. Report of a new theory 


or therapeutic claim here, prior to its formal publication 
in the medical literature, is not to be regarded as endorsement 
or verification by the editorial staff. 


MEDIGRAMS 


Hypokinetic Disease 


(Ibid. June 8.) Lack OF MOTION or exercise appears to 
increase risk of heart attacks, diabetes, backache, ten- 
sion, obesity, stiff neck and other ailments. Astonish- 
ingly high percentages of both children and adults are 
unable to perform six simple tests for strength and 
flexibility of key muscles for posture, but adult back- 
aches often disappear when these muscles are strength- 
ened. Inactive persons seem to age earlier than the 
physically active; some studies indicate a higher 
incidence of coronary artery| disease among sedentary 
than among physically active workers. “Does not the 
business man, or physician, run the risk of untimely 
death or chronic disease by neglecting to use the great 
mass of muscle tissue in his body to the extent that 
he uses his digestive system? . . . To protect the health 
of the individual, and the safety of the nation, it is 
imperative to increase physical activity from early 
childhood through old age. The medical profession 
should restore physical activity and exercise to its 
proper place in the treatment and prevention of dis- 
ease.”°—Dr. Hans Kraus, Miss Bonnie Prupen Himscu- 
LAND and Dr. Kurt Hirscunorn, Institute for Physical 
Medicine and Rehabilitation, New York University. 


Grandma Moses 


(Ibid. June 9.) So“PLE PENCIL SKETCHES are an effective 
aid in helping explain a patient’s condition to him, 
thus winning better cooperation and assuring more 
successful treatment. For example, in coronary sclero- 
sis, draw a clean new water pipe, and a rusty one, full 
of scale, yielding only a trickle of water. The rusty 
pipe, the patient is told, “is quite adequate for ordinary 
needs even though it is somewhat aggravating. It 
would not satisfy an impatient man who had allowed 
himself only five minutes to shave, take a shower and 
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catch a train.” Line drawings can explain numerous 
bodily functions, and “the patient’s mind is relieved, 
and he worries less.” The time is long gone “when a 
grunt, a few brusque instructions and a hurried exit 
marked the good physician.” —Dr. Rosert J. NEEDLEs, 
St. Petersburg, Fla. 


Jaw Disorder 


(Ibid. June 9.) Insury to the meniscus in the jaw from 
influenza, arthritis, malocclusion, a blow or a fall is 
often the cause of tinnitus, “popping” of the jaw or 
difficulty in opening the mouth. It is frequently 
noticed after.a wide yawn, but yawning itself is rarely 
the actual cause. Rest, heat, caution against yawning 
widely, avoidance of hard, chewy foods, and dental 
correction are among treatments. In some cases, the 
displaced meniscus may be removed surgically.—Drs. 
Carou M. Suver, Stantey D. Smion and Americo A. 
SevasTano, Rhode Island and Miriam Hospitals, Provi- 
dence, 


Anthrax 


(Ibid. June 10.) AvgequaTe poszs of penicillin and 
broad-spectrum antibiotics are excellent therapeutic 
agents for anthrax, and have simplified its management 
so much that it can be said this disease has lost its 
past serious connotations. Goat hair imported from 
the Orient and from North Africa, and used in making 
interlinings in men’s suits, proved the source of infec- 
tion for 104 among 117 patients in the Chester, Pa., 
area.—Dr. Herman Chester, Pa. 


Heart Treatment Aid 


(Ibid. June 9.) IN AN EIGHT-YEAR STUDY of 100 patients, 
those who ate less fat and kept weight under control, 
lived longer on the average and had a better sense of 
well-being than those who didn’t. The eight-year sur- 
vival rate was 56 per cent among 50 patients on diets 
limited in fat and cholesterol, and 24 per cent among 
an equal number of nondieters. All persons had suf- 
fered one heart attack prior to the study. Twenty-eight 
in the low-fat diet group are alive, compared with only 
12 in the nondiet group.—Dr. Lester M. Morrison, 
Los Angeles. 


Factor X 


(Ibid. June 9.) THe ONE MAJOR CAUSE for alcoholism is 
Factor X, meaning simply loss of control over drinking. 
And it seems to come from destruction of brain cells 
affecting will power. ‘‘Few alcoholics intend to drink to 


excess, but once alcohol is imbibed, they are left help- 
less to control their drinking. That part of the brain 
which tells them when to quit becomes anesthetized. 
That is why it is impossible for the alcoholic to drink 
moderately.”—Dr. Frepericx Lemere, Seattle, Wash. 


Back Home 


(Ibid. June 9.) THe FAMILy Doctor can and should play 
a major role in helping the 250,000 Americans who 
return each year to family and community after treat- 
ment for mental illness. Most need aid in returning toa 
family situation in which the original illness arose and 
to a community which too likely may be hostile, 
dubious or ill at ease with them. The discharged mental 
patient needs a society that will “count him in” 
through love, understanding and patience, and needs 
a physician with knowledge and experience, able also 
to assist in difficult situations with families and neigh- 
bors who may be overanxious, intolerant, overprotec- 
tive or uninformed. “Family, job, and friend relation- 
ships may be guided by the alert physician, thus help- 
ing in the preservation of health, the prevention of 
illness, or its recurrence. The family doctor often has a 
greater opportunity in helping patients maintain 
mental health than does the psychiatrist.”—Drs. 
Kennetu E. Appet, University of Pennsylvania School of 
Medicine, and Dr. Avsert E. Scuerten, Temple Uni- 
versity School of Medicine. 


Unnecessary Sterilization 


(Ibid. June 10.) A sertes of Cesarean births is not in 
itself a “justified indication” for sterilization. Women 
can apparently safely have any number of Cesarean 
sections so long as there is no diagnosable defective 
scar in the uterus. There seems to be a “common 
practice” of sterilization after several Cesarean sec- 
tions, done in fear such defective scars would rupture. 
—Drs. B. McNatty and Vincent ve P. Friz- 


PATRICK, University of Maryland. 


Smoking Report 


(Ibid. June 6.) IN A STATISTICAL STUDY of men aged 50 
to 70, the death rate from lung cancer was only half as 
high among those who had stopped smoking cigarettes 
as among men who continued smoking. The rate among 
the ex-smokers was still 14 times higher, however, 
than among men who had never smoked. The death 
rate in this study among men smoking two packs a day 
is running 90 times as high as among nonsmokers.— 
E. Hammonn, and Danrex Horn, PH.D., 
American Cancer Society. 
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Christopher's “Minor Surgery.” 7th ed. Edited by Alton Ochsner, M.D. 
and Michael E. De Bakey, M.D. Pp. 547. Price, $9.00. W. B. 
Saunders Co., Philadelphia, 1955. 

THE SEVENTH EDITION of Christopher’s Minor Surgery is 

now available. 

The authors point out that “The rapid progress that 
has taken place in surgery during the past decade and the 
long interval, approximately seven years, that has elapsed 
since the publication of the previous edition of this text, 
have combined to impose radical changes———.” “‘Organi- 
zationally the present edition has been arranged, insofar 
as possible, according to systems.” 

Several contributing authors have collaborated in the 
preparation of this excellent text. The format has also been 
altered—two columns to the page. The illustrations are 
numerous, instructive and of excellent quality. The binding 
is new so that the pages remain open for reading ease. 

I suggest that this is one of the general practitioner’s 
“must” buys. He will want this seventh edition available, 
not in his library stacks, but no further than arm’s length. 

—Joun F. Mosuer, 


Reactions with Drug Therapy. By Harry L. Alexander, M.D. 

Pp. 301. W. B. Saunders Co., Philadelphia, 1955. 

Unrowarp REACTIONS to drugs have been observed with in- 
creasing frequency since the beginning of the era of new 
drugs that started with the introduction of the sulfonamide 
compounds. This is a subject of wide interest, for every 
practicing physician has seen numerous minor and major 
untoward drug reactions in his practice. 

The author has brought together in one small, well- 
organized volume much of the information about drug hy- 
persensitivity that has been reported extensively in the 
medical literature. 

The first four chapters of the book give an excellent de- 
scription of the mechanisms and clinical patterns of drug 
hypersensitivity. The mechanisms of drug hypersensitivity 
are responsible for lesions which differ from the pharma- 
cologic effects of a drug and from those of overdosage with 
a drug. Though the mechanism is not known in all cases, 
immune reaction is the mechanism in most cases of drug 
hyper-ensitivity. Three types of immune reactions are rec- 


GP August 1955 


Practitioner’s Bookshelf 


ognized, namely: allergy, platelet agglutination as demon- 
strated in thrombocytopenia purpura, and antigen-antibody 
complexes involved in the Shwartzman phenomenon. 

The patterns of reaction are relatively few in number and 
are similar regardless of the drug causing the reaction. The 
most common dermatologic patterns are: allergic contact- 
type dermatitis, urticaria and the exanthematic eruptions. 
Photographs showing typical lesions are presented, as well 
as lists of drugs that most frequently produce these lesions. 
Systemic patterns that are produced most frequently by 
drug hypersensitivity are described under the headings of 
serum sickness, blood dyscrasias and shock. 

Less frequently occurring patterns are bronchial asthma, 
hepatitis and periarteritis nodosa. 

In chapters 5 through 18, under group headings, the 
various drugs are described that are commonly used and 
are known to produce hypersensitivity reactions. Consider- 
able pertinent information is given about each drug, as well 
as the more common reactions seen. When treatment of a 
reaction is specific, this is also given. 

This is a book for the office of the practicing physician. 
The excellent index will lead one directly to the page that 
describes clearly, though briefly, the important and useful 
information concerning a drug and its untoward reactions. 

—L. BonuaM Jones, M.D. 


Healthier Living. By Justus J. Schifferes, Ph.D. Pp. 928. Price, $6.75. 
John Wiley and Sons, Inc., New York, 1954. 


Justus Scuirreres first came into the ken of this reviewer 
back in the dim dull °30’s when Dr. Schifferes was managing 
editor of Modern Medicine, today one of GP’s esteemed con- 
temporaries. 

We lost track of Dr. Schifferes after that. What his con- 
nections have been meanwhile we do not know, but we are 
certain he has been busy writing ever since the hot summer 
back in 1932 when he brought out the first issue of Modern 
Medicine. With a genuine flair for pungent journalistic style, 
Dr. Schifferes quickly won a large audience for his new 
digest. Though Modern Medicine’s style has since changed, 
under his editorship its Homeric flavor was very much like 
that of Time. 

With the receipt of an autographed copy of Healthier 
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New 2nd Ed. of TEXTBOOK of 


Just Off MOS BY Press! 


SURGERY 


Edited By 


H. F. MOSELEY, Assistant Professor of Surgery, McGill Uni- 
versity; Associate Surgeon, Royal Victoria Hospital, Montreal, 
Canada. With Foreword by G. GAVIN MILLER, Professor 
Emeritus of Surgery, McGill University; Surgeon, Royal Victoria 
Hospital, Montreal, Canada. 


2nd Ed. 1136 pages, 571 text illustrations, 79 color plates. 


PRICE, $16.50. 


Based on sound principles and clinically tried pro- 
cedures, this book emphasizes visual aid and brevity of 
description, Complete integration of an enormous 
amount of material on surgery has been achieved by 28 
collaborators—all members of the Surgical Depart- 
ment of the Royal Victoria Hospital and of the De- 
partments of Neurosurgery, Obstetrics and Gynecol- 
ogy, and Pathology, at McGill University. 


Here is a book of real balance in every section. It 
covers clinical background and “reasons why”—in 
addition to technique. 


Two new chapters have been added—one on Radio- 
active Isotopes in Diagnosis and Treatment, another 


PREVENTION of DISEASE 
in EVERYDAY PRACTICE 


Here is a must book. No one person can know all there is to know 
in the whole field of medicine, but he should know how to prevent 
disease in every system. He should also not produce disease else- 
where. This book offers a wonderful way to get a refresher course 
in all fields of medicine. To read the book through completely 
is like taking a post-graduate course and is a good introduc- 
tion to the broader aspects of medicine. By ISADORE 
GIVNER and MAURICE BRUGER. 960 pages, 50 illus. 
PRICE, $20.00. 


THE C. V. MOSBY COMPANY, 
3207 Washington Blvd., St. Louis, 3, Mo. 


on the Diagnosis of Acute Abdominal Conditions. The 
sections on Cardiac Surgery, Face, Mouth and Neck, 
Anesthesia, Burns, the Hip and the Knee have been 
greatly enlarged. The coverage on Dysphagia, Aneu- 
rysms, Diaphragmatic and Internal Hernia, Trache- 
ostomy, and Differential Diagnosis of Low Back Pain 
has been added. 


A feature of this book is the illustrative material. 
The beautiful color plates which made the Ist Edition 
so popular have been supplemented by 30-odd addi- 
tional plates. In all there are now 79 of these outstand- 
ing color reproductions. In addition there are 571 
black and white illustrations, many of them made 
especially for this new edition. 


SYSTEMIC ASSOCIATIONS and 
TREATMENT of SKIN DISEASES 


The author’s earlier work entitled “Skin Manifestations of In- 
ternal Disorders” covered the skin changes which accompany 
internal or systemic diseases. This new book looks in the opposite 
direction. It is concerned with the systemic phenomena asso- 
ciated with skin diseases. The systemic relations of all skin diseases 
of importance such as eczema, psoriasis, urticaria, pemphigus, 
lupus erythematosus and many others are fully discussed. 
Systemic therapy includes not only the non-topical drugs, but 
also diets, indirect radiation therapy and balneologic methods. 
By KURT WIENER. 516 pages, 90 illus. PRICE, $17.00 


Date 


Gentlemen: Send me the book(s) checked with (X). ) Attached is my check (] Charge my account. 


C) Givner-Bruger “PREVENTION OF DISEASE IN EVERYDAY PRACTICE”................. 20.00 
Wiener “SYSTEMIC ASSOCIATIONS AND TREATMENT OF SKIN DISEASES” .......... 17.00 
Dr 
City Zone State 
GP-8-55 
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Living it is pleasant to cross paths again with this eminently 
able science writer. 

This is an ambitious book of just-under-a-thousand 
pages. It runs the gamut of all scientific information now 
available that bears on development of a healthy, happy 
human being. The material encompassed covers family 
background, prenatal development, mental health, personal 
health, mating, development of a working philosophy, com- 
munity health problems. Its appendices include statistics 
on accidents, width-weight tables for college students, and 
a condensed first-aid chart. Students will find it readable 
and informative. —Mac F. Canat, J.p. 


Connective Tissues. Transactions of the 5th Conference. Edited by 
Charles Ragan, M.D. Pp. 222. Price, $4.25. The Josiah Macy, 
Jr., Foundation, New York, 1954. 


Tuis ts the fifth and last of a series of publications reporting 
symposia covering the general subject of the connective 
tissues. Each major symposium subject is related to the 
basic topic, but may be in the fields of morphology, physi- 
ology, chemistry, etc. All the presentations and discussions 
are by recognized experts in the basic sciences or applied 
biologic sciences, and the subject matter is derived from 
current experimental efforts on the part of the participants. 
The fifth conference reported in this volume covers discus- 
sions on the exchange of materials between blood vessels 
and lymph compartments (presented by Benjamin W. 
Zweifach), interstitial water and connective tissue (Mario 
Gaudino), and hormonal effects on connective tissue 
(Gustav Asboe-Hansen). 

The conference discussions are among the most stimu- 
lating, provocative and timely that are available to the gen- 
eral medical public. They develop the theoretical physi- 
ology and pathophysiology of many basic problems and 
weigh the evidence in those areas in which information is 
incomplete. The dynamics of the anatomic system sepa- 
rating the blood and the interstitial tissues, and the move- 
ment of fluids across this barrier under various conditions, 
are the subject of the first two symposia. The experimental 
methods used, as well as the results derived therefrom, are 
studied and evaluated. The third symposium is devoted to 
changes in the basic components of connective tissues, such 
as hyaluronic acid, mucopolysaccharides and mast cells, 
induced by the action of cortisone, thyroid and thyrotropic 
hormones. 

The symposia are preceded by a short discussion of the 
current experimental work being undertaken by the mem- 
bers of the conference, a discussion which ranges from 
lathyrism to remissions in rheumatic diseases. 

The presentations are interestingly planned in pleasing 
format which makes the discussions easy to read and follow. 
There are ample charts and photographs to summarize and 
illustrate the text. 

Although this volume is intended to bring together the 
multiple separate scientific disciplines which may be brought 
to bear on a problem, in order to inform workers in one field 
of progress in others, it is equally interesting to the medical 
Practitioner who wishes to keep informed of current ideas 
m medical research. For the practitioner, such stimulation 
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as this type of book affords is particularly rewarding as it 
offers new insight into the basic principles upon which 
medicine is built. —Dantet L. WEIss, M.D. 


Amphetamine in Clinical Medicine. Actions and Uses. By W. R. 
Bett, L. H. Howells, M.D., and A. D. MacDonald, M.D. Pp. 78. 
Price, $2.75. Williams ¢ Wilkins Co., Baltimore, 1955. 


Ir THIs book, with the drug it describes, had been available 
to Napoleon at the battle of Borodino, perhaps the history 
of the world would have been changed. To quote from the 
introduction, “With the possible exceptions of the sulphon- 
amides, penicillin, and streptomycin, no modern drug has 
aroused so vivid an interest in professional (and lay) circles 
as amphetamine and later d-amphetamine.” 

This little book tells the history of the drug, with its use 
reaching a climax during World War II when 150 mil- 
lion tablets were supplied to the armed forces of the United 
States and Great Britain. “On many dangerous missions 
Benzedrine helped fatigued men to win the battle against 
sleep, when they could not be replaced by rested reserves.” 

In peace time, obesity is a contributing factor in many of 
our leading causes of death. This book describes vividly 
the importance of the problem and how the amphetamine 
drugs help to combat it. Diabetes, overweight in pregnancy, 
and other serions conditions are among those discussed. 

If obesity contributes to the death rate, and can be con- 
trolled, so incipient mental disease, evidenced by fatigue 


and depression, also responds to amphetamines. The diiig 
is a specific for narcolepsy and barbiturate poisoning, aid 
is called “the most useful drug in the treatment of severe 
acute alcoholic intoxication.” 

The book is readable, convincing and well-documented. 
The dosages are given specifically for each condition. It be- 
longs in the hands of all doctors who treat people. 

S. Drx, 


Fractures in Children. By Walter Putnam Blount, M.D. Pp. 279. 
Price, $9.50. Williams & Wilkins Co., Baltimore, 1954. 


Here For the first time, to my knowledge, is a book that 
deals with fractures only in children and gives an accurate 
résumé of the pros and cons of treatment. Dr. Blount has 
incorporated knowledge gained from experience of mem- 
bers of the fracture service of the Milwaukee Children’s 
Hospital over a 20-year period. 

Even though there is a great deal of text in this relatively 
short book, there is a larger amount of space utilized for 
illustrations. This fact makes for reader interest and for 
easier understanding of Dr. Blount’s discussion. 

A thorough discussion of all types of fractures seen in 
infants and children includes not only etiologic factors, but 
diagnosis and treatment and the reasons therefor. Many 
errors of past treatment of fractures are pointed out, and 
reasons given for new methods. Dr. Blount feels that there 
have been many times when fractures have been slighted, 
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or at least mistreated, because the doctor failed to under- 
stand how different they could be between the child and 
the adult. 

At times, Dr. Blount correlates results of a certain method 
of treatment with results obtained over a period of time in a 
series of patients, some of whom had had improper treat- 
ment before being seen in the Milwaukee Children’s Hospital. 

The use of superior paper and printing, together with 
excellent illustrations, makes this an easily read book. Even 
doctors not engaged in doing fracture work will be inter- 
ested in reading this superb work by Dr. Blount. 

—ARTHUR N. Jay, M.D. 


Doctors in the Sky. By Robert J. Benford, M.D. Pp. 326. Price, $8.75. 
Charles C Thomas, Springfield, Ill., 1955. 


AMERICAN AVIATION medicine has long needed a definitive 
history. This need has been especially apparent since avia- 
tion medicine received board specialty status in February, 
1953. Colonel Benford has painstakingly researched docu- 
ments and records and corresponded with many of Ameri- 
ca’s pioneers in this young field of American medicine, and 
the result is a very readable account of the chronology of 
the Aero Medical Association. 

The author describes its founding in 1929 under the 
leadership of Dr. Louis H. Bauer, with a membership of 35 
physicians; the establishment of the Journal of Aviation 
Medicine a year later, and the rapid growth of the Associa- 


tion into its present position of leadership in international 
aviation medicine. 

The book’s 12 chapters cover a detailed history of the 
organization, descriptions of its conventions, and biographic 
sketches of its presidents. The appendix includes its con- 
stitution and by-laws, and listings of annual meetings and 
presidents, awards and aeromedical leaders; it concludes 
with the author’s “Selected Bookshelf of Aviation Medi- 
cine,” a list of 48 publications written or edited by members 
of the Aero Medical Association. 

Although it is of primary interest, of course, to those 
who deal firsthand in this field, Doctors in the Sky will 
interest all general practitioners who would like to know 
more about the part medicine has played in the growth of 
American aviation. —W. R. STovaL.t, M.D. 


Textbook of the Rheumatic Diseases. 2nd ed. Edited by W. S. C. 
Copeman, M.D. Pp. 754. Price, $11.00. Williams & Wilkins 
Co., Baltimore, 1955. 


Textbook of the Rheumatic Diseases has been edited by Dr. 
W. S. C. Copeman, a noted British authority and has con- 
tributions from outstanding British physicians. 

Its scope includes all the rheumatic types of disorders 
and covers the nomenclature and classification of the dis- 
turbances, as well as brachial neuralgia and sciatica. 

Special pathology, clinical pathology, radiology, radio- 
therapy, rehabilitation, orthopedic treatment, psychiatric 
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aspects and social and industrial aspects of rheumatism are 
all discussed in excellent manner. 

The book is well printed but more illustrations could 
well have been included. 

However, it should be of immense value to the general 
practitioner, having been prepared particularly for the 
nonspecialists. It is highly recommended. 

V. M.D. 


Medical Treatment of Mental Diseases. By D. J. McCarthy, M.D. 
and K. M. Corrin, M.D. Pp. 653. J. B. Lippincott Co., Phila- 
delphia, 1955. 


Drs. McCartny and Corrin have approached the treatment 
of mental disease from the medical standpoint. While we 
have all realized that physical illnesses have an effect on the 
mental status of the patient, this book points out their effect 
on the brain and its function from an organic point of view. 
The authors have coordinated the matter of disordered 
chemical, physiologic and pathologic processes affecting 
brain function. In other words why not consider the brain 
and its functions like any other organ of the body? 

The book has been divided into four parts: general con- 
siderations, mental disorders with known and unknown 
etiology, disorders not psychotic in character, basic treat- 
ment methods, including medical, psychotherapeutic, sur- 
gical and medicolegal aspects of psychiatry. While the sub- 
ject matter is well written and easy to understand, 622 pages 


is a great deal for a busy practitioner to study properly. 
Although the subject matter is excellent, it would be best if 
it could be condensed for the general practitioner. 

—A. J. FRAnzi, M.D. 


Smoking and Cancer: A Doctor's Report. By Alton Ochsner, 
Pp. 86. Price, $2.00. Julian Messner, Inc., New York City, 1954. 


A FEW SMOKERS who will read it will believe it and stop 
smoking. 

Some smokers who will read it, will believe it and contin- 
ue to smoke. 

Most smokers who will read it, will not believe it and 
continue to smoke. 

Some nonsmokers who read it, will believe it and not 
start smoking. 

Other nonsmokers who read it, will not believe it and 
will not start smoking. 

Maybe even a few nonsmokers who read it, will be in- 
furiated and start smoking. 

Katz, m.p. 


Adrenal Cortex. Transactions of the 5th Conference, 1953. Edited 
by Elaine P. Ralli. Pp. 187. Price, $3.75. Josiah Macy, Jr., 
Foundation, New York, 1954. 


Tuis 1s ONE of several excellent reports of conferences on 
various fields of medicine held under the auspices of the 
Macy Foundation. It deals particularly with the sodium- 
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retaining factor of the adrenal, the metabolism of adrenal 
steroids and the nature of ACTH. 

As is usual in these conferences, the main topic is pre- 
sented by an authority in the field, following which there is 
keen and challenging comment by the other participants. 
The material is highly specialized and thus of main value to 
one interested in metabolism and endocrinology. It is of 
value to other disciplines of research. It can not be recom- 
mended for one in the practice of medicine unless he de- 
sires to experience the stimulation of feeling the impact of 
keen research minds focused on new and often contro- 
versial subjects. —Laurence H. Kyte, 


Health Careers Guidebook. Pp. 160. The National Health Council, 
New York City, 1955. 


KEEPING THE AMERICAN NATIVE healthy provides jobs for a 
lot of people. Health services now rank seventh from the 
top in a census list of 77 major occupational groups, ranked 
in order of numbers employed. Since health service jobs 
run the gamut from the simplest, almost reflex action, to the 
highest order of creative thinking, they form an increas- 
ingly attractive outlet for the career-minded secondary 
school student. 

Comprehensive coverage of health occupations, with just 
about every sort of information available on 156 categories 
ranging from administrator to zoologist, is now available in 
Health Careers Guidebook, recently published by the Na- 


tional Health Council and distributed free of charge to 
every one of the nation’s more than 29,000 secondary 
schools and junior colleges. It will reach the attention of 
seven and a half million teen-age students. 

With its up-to-date information on all kinds of health 
callings, the Guidebook is designed primarily as a counseling 
tool. In this capacity, it should prove a valuable aid to 
physicians, many of whom are called upon to advise young 
people careerwise, some of whom may have children of 
their own desirous to work in the medical field without 
going through the necessary years of medical training. 
Presumably the book can be obtained by writing to the 
publisher. —Rutu Q. Sun 


The Principles and Practice of Medicine. 2nd ed. By L. S. P. David- 
son, M.D. Pp. 1,036. Price, $7.00. Williams & Wilkins Co., 
Baltimore, 1954. 


A NEW BOOK on medicine, The Principles and Practice of 
Medicine, by L. S. P. Davidson, originally published in 
London by E. & S. Livingston, Ltd., is a very valuable book 
for general practitioners. It deals with general medicine as 
seen by the general practitioner, with all of the subspecial- 
ties treated adequately. 

A new section has been added in this second edition on 
the psychoneuroses. This is extremely important to the 
general practitioner, who treats many of these patients. 

This work in medicine has been well condensed and 
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contains no unwieldy scientific proofs, but rather concerns 
itself with practical presentation of its subject. Its large 
number of diagrams, graphs and illustrations furthers this 
practical presentation. It is simple and straightforward in 
its organization and makes very easy reading. 
A very effective relationship of the drugs and treatment 


The latest diagnostic methods are discussed and explained, 
cardiac catheterization, for example. 

Each section contains a good review of physical diag- 
nosis, preceding the discussion of the systems involved. 
This is helpful to the new student of medicine as well as to 
older men who have been away from the lecture room for 
many years. 

The section on nutrition and the seven basic diets com- 
monly used by most practitioners is effectively treated and 
of practical use. 

The book is well written in the pleasingly restrained 
manner of the English author. It is securely bound, typed 
and spaced on an off-white paper that is easy on the read- 
er’s eyes. It is altogether a very acceptable book for general 
practitioners. —E. R. Cox, M.D. 


Reflections on Renal Function. By James R. Robinson, M.D. Pp. 164. 
Price, $3.50. Charles C Thomas, Springfield, Ill., 1955. 


THE UNUSUAL ATTENTION devoted to the kidney and its 
function in the past few years is recounted in this series of 


methods used in each clinical disease is well presented. . 


lectures, without bringing much light or organization ini. 
the theoretical picture. There are contained herein man, 
tables of rates of excretion and absorption of various cellul:. 
areas and tubules of the kidney. 

A physiologist and a biochemist might find the book hel)- 
ful, but it is written from an experimental background, and 
it is recommended for such workers in medicine. 

—Fount RIcHARDSON, M.D. 


Handbook of Treatment. By Harold Thomas Hyman, M.D. Pp. 511. 
Price $8.00. J. B. Lippincott Co., Philadelphia, 1955. 


Tuis BOOK OF 511 Paces, thoroughly indexed, is a monu- 
mental work of four categories: first, general principles; 
second, immediate care; third, continuing care; fourth, 
rosters of therapeutic agents. 

It includes discussion of most human illnesses, involving 
pathology, physiology, pharmacology and chemistry in 
such a way that the material becomes appealing, instructive 
and provocative. 

The whole volume is concise, practical, and sums up 
cause and effect with clarity. It never sacrifices the scientific 
viewpoint, and is, in my opinion, the most complete hand- 
book of treatment to have reached the medical profession 
thus far. 

Let me commend the author for his splendid contribution 
in bringing to the physician an accessible and portable 
consultant in modern techniques and procedures. I recom- 
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mend this book to both general practitioner and specialist. 

It is filled with significant and readily applicable informa- 

tion—a book to use, not merely to glance through. 
—Cuartss K. Rose, JR., M.D. 


Plague. By R. Pollitzer, M.D. Pp. 698. Price, $10.00. Columbia 
University Press, New York, 1954. 


Tuis 1s the most thorough and comprehensive review of all 
aspects of plague. The literature has been completely 
studied, pertinent references are included and the author’s 
own experience has been contributed to lend authority 
where this is needed. The information is up to date and 
represents the latest worldwide opinion regarding this 
disease. 

General practitioners in this country will not have use 
for this book except to broaden their knowledge. It is, how- 
ever, a valuable addition to the medical library. 

—Harry F. Dow ine, m.p. 


Also Received 


Although GP endeavors to publish as many reviews of books as 
possible, space will not permit the review of all books received from 
publishers. 


The Mayo Clinic. By Lucy Wilder. Pp. 69. Price, $3.75. Charles C 
Thomas, Springfield, Ill., 1955. 


Operative Orthopedic Clinics. By Lewis Cozen, M.D. and Alvia 
Brockway, M.D. Pp. 329. J. B. Lippincott Co., Philadelphia, 
1955. 


Childbirth: Theory and Practical Training. By Marjorie F. Chappell. 
Pp. 128. Price, $2.50. Williams ¢ Wilkins Co., Baltimore, 
1954. 


A Compend of Electrocardiography. 4th ed. By Harris Sklaire, M.D. 
Pp. 54. F. A. Owen Publishing Co., Dansville, N.Y., 1955. 


lonography. Electrophoresis in Stabilized Media. By Hugh J. 
McDonald, D.Sc. Pp. 268. Price, $6.50. The Yeor Book Pub- 
lishers, Inc., Chicago, 1955. 


Cold Injury. Transactions of the Third Conference, Feb. 22-25: 
1955. Edited by M. Irene Ferrer, M.D. Pp. 226. Price, $4.50. 
The Josiah Macy, Jr., Foundation, New York. 


Fourth Annual Report on Stress. By Hans Selye, M.D. and Gunnar 
Heuser, M.D. Pp. 749. Acta Publishing Co., Inc., Montreal, 
Canada, 1954. 


The Human Brain in the Sagittal Section. By Marcus Singer, Ph.D. 
and Paul I. Yakovlev, M.D. Pp. 81. Price, $7.75. Charles C 
Thomas, Spring field, Ill., 1954. 


The Medical Clinics of North America. .Vationwide Number. (Rheu- 
matic Diseases.) Pp. 619. W. B. Saunders Co., Philadelphia, 
1955. 


The Medical Clinics of North America. Nationwide Number. Pp. 636. 
W. B. Saunders Co., Philadelphia, 1954. 
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ONE SHORT YEAR AGO, I stood on the platform of 
Municipal Auditorium in Cleveland, Ohio, and re- 
ceived the Dr. R. B. Robins’ gavel, which is symbolic 
of the office of the president of the American Academy 
of General Practice, from Dr. U. R. Bryner. In my 
acceptance remarks, I stated that the function of a 
doctor of medicine worthy of his degree was, reduced 
to its simplest terms, to provide the best service of 
which he is capable when the ill and the maimed look 
up at him in times of need. 

I further stated that some formula involving every 
facet in the complex problem of medical care could 
and must be worked out for the benefit of all involved 
and that my efforts would be dedicated during my 
term of office to aid in the construction and operation 
of such a formula insofar as general practice was con- 
cerned, This report, then, constitutes my stewardship 
of Academy affairs, relative to the above-mentioned 
formula, in the relationship of the Academy to the rest 
of organized medicine, in the relationship between the 


GP August 1955 


special Features 


Presidential Address 


PRESENTED BY W. B. HILDEBRAND, M.D. 
TO THE CONGRESS OF DELEGATES 
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W. B. Hildebrand, M.D. 


national organization and state chapters, as well as 
what I have done by carrying the Academy message 
throughout the nation to lay groups. 

If it were possible to appear here today and tell you 
that our problems were solved, I would be extremely 
happy. Such is not the case, but one thing is positive 
and definite; we are making certain and steady prog- 
ress. 


Reaches Many Audiences 


After the St. Louis meeting in 1953, when you hon- 
ored me with the cloak of the presidency of the Acad- 
emy, it was my feeling that the greatest constructive 
effort on behalf not only of the Academy but of all of 
medicine could best be accomplished by calling to the 
attention of those groups with whom I came in con- 
tact the particular problems confronting the family 
doctor and the general problems confronting all phy- 
sicians, suggesting solutions where solution seemed 
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possible. In appearing before both lay and professional 
audiences throughout the country, I have discussed 
the general practitioner in relation to his education, 
his hospital problems, his adverse publicity, his rela- 
tionship to other segments of organized medicine and 
his future. 

Problems affecting all medicine were brought to 
these audiences and these were the Veterans Admin- 
istration program, voluntary prepaid health insurance 
plans, the implication of the Bricker Amendment on 
medicine, the health and welfare program, philoso- 
phy of the Eisenhower administration, the changing 
status of undergraduate and postgraduate medical 
education, osteopathy and chiropractic and the Joint 
Commission on Accreditation. I have also presented 
the problems of the shortage of nurses, the financial 
plight of our medical schools and public relations 
in medicine. 

In order to allow the Congress to become acquainted 
with the mechanics and the problems of fulfilling the 
duties of the office of the president of the Academy, 
I am going to present to you chronologically my ap- 
pearances and speaking engagements during my years 
as president-elect and president. __ 

In 1953, following the meeting in St. Louis, my 
speaking engagements were as follows: 


1953 


May 4 Minnesota State Medical Society—St. 
Paul 

May 6 Northern Illinois Regional Chapter of 
the Illinois Academy of General Practice— 
Rockford 

May 10 Board of Directors meeting of the 
Academy—Kansas City 

June 6-7-8 American Medical Association meet- 
ing—New York Executive Committee meeting 
—New York 

June 10 Student American Medical Association 
—Chicago 

October 10 St. Louis County Medical Society— 
Duluth, Minnesota 

October 13 Jefferson County Medical Society— 
Louisville, Kentucky 

November 15-16 Wisconsin Chapter—Milwau- 


kee 

November 20 Lederle Symposium—Paducah, 
Kentucky 

November 22 Executive Committee meeting— 
Chicago 


December 2. Wyeth Laboratories Executive Sales 
Conference—Atlantic City 

December 3-4 American Medical Association 
Interim Session—St. Louis 
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1954 


January 8 Executive Committee meeting — 
Washington, D.C. 

February 9 Mead Johnson Scholarship Award 
Committee meeting—Chicago 

February 10-11 Council on Medical Education 
and Licensure—Chicago 

February 24 Hoffman-LaRoche Conference on 
Antibiotics and Sulfonamides—Atlantic City 

March 20 American Academy of General Prac- 
tice—Cleveland 

April 2-3 Industrial Medical Association—Chi- 
cago 

May 5-6 Board of Directors meeting—Chicago 

June 17-18 College of General Practice of Can- 
ada—Charter Presentation—Vancouver, Brit- 
ish Columbia 

June 20-25 American Medical Association 
meeting—San Francisco Executive Committee 
meeting—San Francisco 

June 26 Lederle Symposium—Wausau, Wis- 
consin 

June 27 Montana Chapter—Lewistown, Mon- 
tana 

June 30 Minnesota State Medical Society—Du- 
luth 

July 17 Dedication of a Dr. William Beaumont 
Memorial by the Michigan State Medical Socie- 
ty—Mackinac Island, Michigan 

August 11 Reception for Nurse Genevieve De 
La Garde-Tarraube, the angel of Dien Bien 
Phu—Drake Hotel—Chicago 

September 9 Utah Chapter—Salt Lake City 

September 11-12 American Hospital Associa- 
tion—Chicago 

September 15-16 Board meeting—Kansas City 

September 27-28 South Carolina Chapter—Co- 
lumbia 

October 1 Wisconsin State Medical Society— 
Milwaukee 

October 6-7 Arkansas Chapter—Little Rock 

October 11 New York Chapter—Syracuse 

October 13 Executive Committee meeting—Los 
Angeles 

October 20-21 Georgia Chapter—Atlanta 

October 24 Omaha Clinical Society—Omaha 

October 27 _ Illinois Chapter—Chicago 

October 29 Washington State Chapter—Taco- 
ma 

November 11 Wyeth Television Planning Con- 
ference—New York 

November 11 Michigan Chapter—Detroit 

November 15 Advisory Committee meeting — 
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National Pharmaceutical Council—Chicago 
November 17 Lederle Symposium—Springfield, 


Massachusetts 
oman 29 Executive Committee meeting 
2 AMA Interim Session—Miami 


December 3 Wisconsin Chapter—Milwaukee 
December 11-12 Delaware Chapter—Wilming- 


ton 


1955 


January 11 The Los Angeles Chapter of the 
California Academy of General Practice—Los 
Angeles 

February 4-5 Board of Directors meeting—Chi- 
cago 

February 7 Panel on Internships—Conference 
on Medical Education and Licensure—Chicago 

February 11 Oklahoma Chapter—Oklahoma 


City 

February 24 Wyeth Television Symposium— 
New York 

March 7-8 New Orleans Postgraduate Medical 
Assembly 


March 9 United States Naval Air Station School 


of Aviation Medicine—Pensacola, Florida 


The above does not include 17 appearances before 
civic clubs, county medical societies and the like 
within a radius of 150 miles of my home. 

I relate these not to bore you but so that you, during 
the coming year, will not burden our incoming presi- 
dent with invitations for speaking engagements that 
are nearly beyond the limits of physical and emotional 
ability to fulfill. There are many men, both present 
and past officers, who can and should take some of the 
load from the shoulders of Dr. John Fowler during 
his term of office. 


General Practice in Renaissance 


The above itinerary along with the building—with 
the broadening experiences and observations made 
over the past six years in the capacities of member and 
chairman of the Mead Johnson Scholarship Award 
Committee, member and chairman of the Commission 
on Membership and Credentials, member and chair- 
man of the Board of Directors, member and chairman 
of the Executive Committee, president-elect and presi- 
dent, have given me, I believe, a cosmopolitan and na- 
tional, as well as a tolerant point of view and have 
created within me some very definite convictions and 
attitudes, 

In looking back over the six years, I have seen a 
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steady dignified march toward our goal. All over the 
country, both in and out of our organization, among 
lay groups, in other allied professional societies and 
in organizations representing other branches of medi- 
cine, there is a tremendous respect and admiration for 
the renaissance of general practice made possible 
through the efforts of the Academy. 

I believe that the one great lesson we have learned 
has been that the parent organization cannot be ex- 
pected to attract and educate young physicians in gen- 
eral practice, nor to solve hospital problems on a local 
level for them, nor to state postgraduate courses for 
our membership, nor to solve individual differences of 
opinion between physicians or groups of physicians. 
Because of the realization that the problems of general 
practice are largely seen wherever general practition- 
ers are found, far-seeing, competent individual mem- 
bers have risen from among our membership all over 
the country to take the lead in their communities ini- 
tiating programs intending to solve the problems that 
confront them. If one word could be used to describe 
our broad achievements, it would be that we have at- 
tained solidarity, intra-, inter- and extraprofessional. 


Cites Great Dedication 


Such a solidarity as I believe we have achieved has 
not been reached through sporadic bursts of ven- 
geance or emotionalism. Such growth and solidarity 
have been accomplished by the steady, sincere, tran- 
quil dedication of all of our fine, competent members 
such as yourselves, giving of your time and talents at 
great personal sacrifice. 

My efforts, as an individual, have been feeble indeed 
when compared to the mighty mass movement by our 
membership resulting in the sum total of our success to 
date. It is important for us to re-emphasize that 
individual effort is responsible for this success. 

I should like to pause here and pay tribute to my 
colleagues on the Board of Directors, especially the 
competent chairman, Dr. Ivan Heron, for their and 
his wonderful help, advice and cooperation during the 
past year. Dr. Heron, as the chief executive officer of 
the Academy, has been charged with a tremendous 
workload and responsibility, and his wisdom and 
guidance during the past year have been largely re- 
sponsible for the harmony and work output of the 
Board of Directors. His report, as well as the reports of 
all the other officers and the chairmen of the various 
committees and commissions who have rendered out- 
standing service, will furnish you with the technical 
details of our growth and accomplishments that I have 
commented upon previously. Such is not within the 
province of my report. 
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Dr. John Bender, our able vice-president, has filled 
many speaking engagements and carried the story of 
the Academy throughout the country wisely and with 
dignity. Dr. Holland Jackson has rendered invaluable 
service indeed and deserves meritorious praise from 
the Academy because of his faithful watching over our 
finances and budget, as well as serving on the Execi- 
tive Committee. No speaker of any Congress of Dele- 
gates could carry out his duties with so much dis- 
patch, efficiency or knowledge as Dr. Jack DeTar has 
done during the last three years. 

My immediate predecessor, Dr. U. R. Bryner, who 
attained great heights as last year’s president after 
many years of devoted service to the Academy, gave 
me a vast amount of advice and help that has served me 
in good stead and made the road easier this year for me. 

Lastly, I wish to pay warm tribute to the loyal, 
friendly, efficient and capable headquarters staff under 
the skillful leadership and direction of Mr. Mac Cahal. 
During all of my years of being connected with the na- 
tional organization, no request of them or him was ever 
ignored when it was asked, no detail has ever been 
overlooked, no matter how trivial. The cooperation 
and help have been at all times far greater than one 
could reasonably expect it to be. 

I continue to be amazed at the ability, the creative 
genius and the brilliance of Mr. Cahal. To him, may I 
turn and say that because of our great friendship, our 
many associations together and his ever-ready advice, 
I have learned more from him than from any man ex- 
cept my father. Such is the highest compliment I 
could pay him. It is safe to say that the success of the 
Academy is due largely to his efforts. 

May I now turn away for a few moments from this 
report and speak of other things. 


We are living in a swift and materialistic era in which 
the pursuit of the almighty dollar has placed a severe 
strain on the time-tested ethical principles of all the 
professions. It is most significant that the second most 
widely-read periodical in the medical field has to do 
with the economics of medicine. Our era is the most 
dynamic that the world has ever known and we as 
citizens and doctors must move forward with it. But 
in doing so, we dare not, and indeed need not, sacri- 
fice the ethical and moral principles upon which the 
profession and professional standards of the practice 
of medicine rest. 

The status of any profession is not a constant and 
perpetual entity. It varies from generation to genera- 
tion and its rise or fall depends on the conduct of its 
members. Human frailties are such that adherence to 
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a code of ethics can never be taken for granted. There 
are always some who are willing to cut corners or 
betray their professional principles for a handful of 
silver. In the history of almost every religion, gov- 
ernment or profession, there have been times when 
corruption has been widespread. Invariably this has 
occurred when the leadership has failed to support 
actively their ethical principles and failed to curb 
those who violated them. 

You are the Academy leaders of tomorrow. The 
Academy and the general practice of medicine can go 
forward as a proud unit of medicine as a whole, or it 
can drift down to the point where the public finds it 
difficult to recognize the difference between doctors of 
medicine and mere technicians or tradesmen. This 
distinction is one which you, as the Academy leaders 
of the future, must preserve by taking steps from with- 
in to curb those who have forgotten or neglected their 
professional responsibilities. 


Restraint Is Vital 


As you approach your deliberation, may I be bold 
enough to suggest a few things. In any orderly, well- 
conceived organization, in the interest of harmony and 
the goal to which we aspire, you will recognize the im- 
portance of restraint. Whenever a group of persons 
sit together in deliberation of a problem, there are 
bound to be differences of opinion on every aspect of 
how best to solve it. Inevitably such a solution must be 
reached on the basis of a compromise between diver- 
gent points of view. 

May I read to you some remarks, that outside of the 
Holy Bible, I consider to be among the greatest ever 
made by anyone. They are the words of Benjamin 
Franklin at the last Constitutional Convention, spoken 
before the vote was taken as to whether the Constitu- 
tion of the United States should be accepted or re- 
jected. 

“I confess that there are several parts of this Con- 
stitution which I do not at present approve, but I am 
not sure that I shall never approve them. For, having 
lived long, I have experienced many instances of being 
obliged by better information or fuller consideration, 
to change opinions, even on important subjects, which 
I once thought right, but found to be otherwise. It is 
therefore that, the older I grow, the more apt I am to 
doubt my own judgment, and to pay more respect to 
the judgment of others. Most men, indeed, as well as 
most sects in religion, think themselves in possession 
of all truth .. . But though many private persons 
think almost as highly of their own infallibility as of 
that of their sect, few express it so naturally as a cer- 
tain French lady, who, in a dispute with her sister, 
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said, ‘I don’t know how it happened, sister, but I meet 
with nobody but myself who happens to be in the right.’ 

“In these sentiments, sir, I agreed to this Constitu- 
tion with all its faults, if they are such, because I think 
a general government necessary for us, and there is no 
form of government, but what may be a blessing to the 
people if well administered; and believe further, that 
this is likely to be well administered for a course of 
years, and can only end in despotism, as other forms 
have done before it, when the people shall become so 
corrupted as to need despotic government, being in- 
capable of any other. I doubt, too, whether any other 
convention we can obtain may be able to make a better 
Constitution. For, when you assemble a number of 
men to have the advantage of their joint wisdom, you 
inevitably assemble with those men all their prejudices, 
their passions, their errors of opinions, their local in- 
terests, and their selfish views. From such an assembly 
can a perfect production be expected? It therefore 
astonishes me, sir, to find this system approaching so 
near to perfection as it does. . . . Thus I consent, sir, 
to this Constitution because I expect no better, and be- 
cause I am not sure, that it is not the best... . On the 
whole, sir, I cannot help expressing a wish that every 
member of the Convention, who may still have objec- 
tions to it, would with me, on this occasion doubt a 
little of his own infallibility, and, to make manifest our 
unanimity, put his name to this instrument.” 

That represents in essence much better than I can 
express it the keynote of what I have in mind. In the 
realm of society in which the Academy operates, we 
can be successful only to the extent that we have with 
us the prestige of unity. 


Medical Care Formula 


Many hours of flying over this great land of ours, 
with time really to think and ponder, many conferences 
and much correspondence with many leading minds of 
today, both lay and professional, and an almost un- 
limited opportunity to observe conditions in repre- 
sentative cities in every section of the country, have 
crystallized my thinking, and as I have said pre- 
viously, created within me some very firm convictions. 

I firmly believe that continued acceptance of our 
voluntary system of medical care, which is the best in 
the world and which integrates in it the family doctor, 
may be summed up in a rather simply-stated formula. 
Such formula is the one mentioned last year in my 
acceptance remarks and previously mentioned in the 
first part of this report: (1) We must graduate enough 
well-trained doctors of medicine for the needs of our 
nation. (2) These doctors must be equitably distrib- 
uted. (3) There must be a proper ratio of general 
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practitioners to specialists. (4) Medical care must be 
adequately given at a price that the public can afford 
to pay. (5) There must be a return to a rich emotional 
understanding and a mutual feeling of confidence, 
rather than doubt between patients and their doctors. 

How can and should we as a unit of organized medi- 
cine aid, abet and augment the operation of such a 
formula? In what realm can we increase the amount 
and elevate the standards of medical care? 


Presents Four Proposals 


I should like your permission to present to you for 
the consideration of this Congress, as well as those to 
come in the future, four proposals. Let me hasten to 
state that these proposals do not at all constitute the 
sentiment or opinion of the Board of Directors or of 
any other body of men of an official nature within the 
Academy. These are mine alone and are I feel areas in 
which the Academy should and must make definite 
changes in its philosophy over the years to come. 
(1) Recent graduates of medicine should be required 
to present more postgraduate training in the future as a 
prerequisite for membership consideration. (2) More 
hours of postgraduate training should be required for 
continuing membership in the Academy. (3) Future 
applicants for the Academy membership should be 
screened much more carefully than is presently being 
done. We are no longer interested in numbers. (4) 
Some effective blueprint for disciplining and censor- 
ing our members who have forgotten or neglected their 
professional responsibilities must be drafted. 

The techniques, details and responsibilities for the 
initiation and execution of these proposals lie in your 
hands. As the governing body of the Academy, it is 
within your province either to accept or reject these 
proposals. But it is my firm belief that unless the 
Academy makes changes in these areas, we will not 
only be derelict in our duty, but over the long road 
ahead, general practice as we now know it, may not 
survive. In other words, we must produce for the fu- 
ture a more adequately trained general practitioner. 
Before closing, I should like to pay tribute to yet an- 
other great and good man in our Academy, our hon- 
ored and respected Dr. John R. Fowler, your presi- 
dent-elect and my friend and successor. The Academy 
indeed could be in no more competent hands during 
the coming year. In the tasks that lie ahead for him, I 
urge you to give him every consideration and coopera- 
tion. 

I am indeed grateful to you for allowing me the 
privilege of service to the practice of medicine through 
the duties of the presidency. It has been a full, rich 
year and the greatest of my life. In ending this report 
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to you, which because of its very nature and the na- 
ture of this office, has been more philosophical than 
technical, I should like to have the opportunity to 
leave my active Academy service with the same 
thoughts in my mind and heart, as well as in yours, 
that ended my acceptance address last year in Cleve- 
land. I do so because these thoughts have become 
much more significant and meaningful to me this year 
and I believe will continue to be so in the years to 
come. 


Restresses Continued Education 


No profession offers a greater opportunity for serv- 
ice, for growth in moral and ethical stature, for contri- 
bution to the betterment of society or for the relief of 
human misery than the practice of medicine. No pro- 
fession permits so much insight into the heart and 
soul of our fellowman nor permits a mortal to ap- 
proach so closely the nearly divine traits of kindness, 
loyalty, consecration and devotion to duty as does the 
practice of medicine. 

If we find, as we have and as we will, certain de- 


fects in this great panorama of human service, those 
defects must be looked upon as a great challenge in 
order that we may labor more earnestly and strive 
more diligently toward a goal of perfection. 

James Truslow Adams, the great historian-philos- 
opher, once said that every man needs two educa- 
tions. He needs first an education in order that he can 
learn how to make a living, he needs secondly an edu- 
cation so that he may learn how to live. There is, 
however, a third education, lifelong in its scope and 
necessary for all physicians practicing the healing art. 
The physician must continue his professional edu- 
cation in order that others may live. All other efforts 
of the American Academy of General Practice fall into 
places of secondary importance and become subservi- 
ent to this third education. Let us all, then, through 
divine guidance and self-help consecrate ourselves in 
the years ahead toward the fulfillment of the deepest 
implications found in such an idealistic, as well as a 
practical philosophy, of the practice of medicine. Let 
us make this our Seventh Annual Scientific Assembly, 
as well as all others to come, milestones toward the 
creation of a healthier America. 


Tue Fiorists have a slogan, “Say It With 
Flowers,” and that is exactly what Dr. Charles 
Baron of Covington, Ky., does in public re- 
lations with his patients. 

“Living in a community that has space for 
flowers,” Dr. Baron writes, “lends itself to my 
having something in common with patients 
that is not only a close and intimate avocation 
but gives me an entree to their feelings of 
beauty. To talk and exchange ideas of such 
a common hobby establishes a relationship 
that is difficult to define but is not difficult 
to measure in terms of feeling, warmth and 
friendship.” 

Dr. Baron describes flower raising as good 
for the soul, a powerful ally for medicine. It 
all started with a garden back of the doctor’s 


Gy Flowers Excel as Public Relations Prescription 


office, where the first trees and flowers were 
planted 20 years ago. Every year new plants 
were placed and new surprises appeared. As 
the garden grew, so did the enthusiasm of his 
patients. Cut flowers in the office draw the at- 
tention of the patients, who also are invited 
into the garden after the office call to see how 
the garden grows. 

At each opportunity, Dr. Baron gives the 
patients samples which they proudly carry 
away. And as the garden has grown, the doctor 
has supplied patients with innumerable starts 
of plants and flowers. He wholeheartedly 
recommends this type of experience in which 
the doctor and patient can share and says 
that nature’s array of colors and perfumes un- 
questionably has helped many a prescription. 
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20 Rules for Doctors 
from 20 Receptionist-Secretaries 


BY ERNEST W. FAIR 


How MANY bocTors have cast a quizzical eye at the 
office door, as their receptionist-secretary left after dic- 
tation, certain that the lady was unhappy about some- 
thing? 

All of us have had that experience at one time or 
another, feeling certain we were being silently criti- 
cized. Most often we shrug off the whole business with 
the press of more important matters. 

Not so that young lady. She knows that much of her 
ability to do a good job depends upon the doctor’s 
cooperation. I’ve asked several score of such secre- 
taries recently to help me compile a set of “rules for 
bosses.” From 20 of the best, here is a 20-point guide 
that will, if followed, assure the doctors of happier re- 
ceptionist-secretaries who are also more efficient: 

1. Learn to speak slowly and distinctly. It’s mighty 
hard to take dictation when words are slurred over, 
half-spoken or just plain “muttered.” A good recep- 
tionist-secretary doesn’t mind speed; but every word 
must be spoken sharply and distinctly. 

2. Have the work organized when you call her in for 
dictation. A good secretary knows how much she costs 
her boss and usually wants to earn every penny of that 
salary to make sure it keeps coming. If half the dicta- 
tion time is taken up while the doctor searches around 
for data, she knows that it is time lost for her. 

3. Practice your penmanship. Every receptionist- 
secretary knows the frustration of trying to type notes 
or data compiled by her boss in handwriting that close- 
ly resembles hen tracks. It slows her down, irritates her 
and makes it necessary to interrupt him frequently, all 
unnecessary for legible writing. 

4. Give her good equipment with which to work. 
Even a champion secretary cannot turn out top-quality 
work on an ancient typewriter. Secretaries tell us that 
bosses ask too much when they hand them work done 
on an electric typewriter and expect them to duplicate 
it with their ancient Oliver. 

5. Have a fairly regular routine and stick to it. The 
doctor who works on a fairly uniform schedule each 
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day helps his receptionist-secretary immeasurably in 
planning her own work, making appointments and 
helping ease his own load. 

6. Keep those appointments she makes. It’s easy to 
tell the lady to cancel all of those appointments she 
spent hours setting up, but it is hard on her nerves. 
And it is doubly difficult for her to get such appoint- 
ments in the future. 

7. Stay away from your secretary’s desk. She is 
usually a rather orderly worker who keeps her little 
“office” as it suits her best. If she has to rearrange it 
every day, her work is doubled. 

8. Do some of the little things yourself. The doctor 
who must call on his secretary every time he needs a 
paper clip, for example, is hiring a mighty expensive 
office boy. 

9. Avoid that quitting time rush work. The doctor 
who waits until 4:30 to dictate a dozen letters which 
must be in the mail that evening has a secretary who 
would like to direct a machine gun at him. Chances are 
she has planned something of her own at exactly quit- 
ting time. 

10. Tell her where you are going when you leave the 
office. We may plan to be gone only a few moments, 
but we never know when something important will 
arise for which she has to find us in a hurry. Nothing 
is more frustrating to a receptionist-secretary than 
having to locate the doctor for an emergency without 
having the slightest idea where he might be. 

11. Keep the personal element out of the office. 
Ninety-nine out of 100 secretaries prefer their ro- 


Even a champion can’t master an ancient Oliver! 
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Quitting time blues! 


mance outside of business hours. Make sure that others 
on the staff understand this and your secretary will be 
forever grateful. 

12. Do a few of the nuisance things yourself. Too 
many bosses, the girls tell us, see to it that every small, 
inconvenient and nuisance chore is dumped into their 
laps. They don’t mind doing most of them, but NOT 
all of them. 


So this is dictation! 
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13. Stay out of the office files. “My boss can’t resis: 
messing up the files every day,” one secretary told us. 
“If he would just call me when he wants something anc: 
stay out of the files himself, I would not only be a lo: 
happier but could get much more work done here.” 

14. Take the blame for your own mistakes. Almost 
every secretary listed having to be the “whipping boy” 
for some of the boss’s mistakes as one of her pet peeves. 
Even when it’s a prearranged deal, she seldom likes the 
idea very well. 

15. When you borrow something from your secre- 
tary’s desk, return it right away. One girl waxed loud 
and long that she never knew where any of her working 
tools were because her boss kept raiding her desk all 
of the time for staplers, pens and other accessories . . . 
then leaving them around in odd corners of the office 
for her to search out. 

16. Don’t resent the coffee break or other rest period 
she snatches during the middle of the afternoon. The 
receptionist-secretary who abuses these periods is en- 
titled to reprimands, but the doctor who pouts angrily 
every time he finds his secretary taking the coffee 
break to which she is entitled only makes things more 
difficult in the office. 

17. Never expect too much from your secretary. 
Most secretaries point out that their bosses invariably 
expect them to work miracles of all kinds on short 
notice. Few mind doing difficult chores; a good secre- 
tary considers this as part of her job. But forgetting 
that one’s secretary is another human who cannot do 
the impossible creates a difficult situation in the office. 

18. Back up your secretary’s authority in the office. 
A doctor’s secretary often needs a great deal of author- 
ity to accomplish the tasks he assigns her. Unless his 
staff knows and understands that she has this authority 
and responsibility, her job is made more difficult. And 
the doctor who fails to stand behind his secretary in 
such a difficult situation is sure to lose her sooner or 
later. 

19. Pay her a decent salary and don’t forget an oc- 
casional raise. A secretary’s job requires that she dress 
better than the average office worker and that she pur- 
chase other things necessary to the maintenance of her 
position. When she is underpaid, she is seldom happy ; 
for we may depend on it that she knows what other 
secretaries in the city are being paid. As the practice 
prospers, don’t forget the secretary’s share. 

20. Let her know what’s going on. There are, of 
course, some secrets it may be wise not to share with 
her ; but if she is a good and loyal individual, these are 
very few. Her interest in the practice increases with 
the degree to which she shares secret plans and pro- 
grams. And her efficiency increases also with the de- 
gree to which she has a part in formulating plans. 
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Planning a General Practice Residency 


BY ALBERT S. DIX, M.D. 


Dr. Albert S. Dix of Mobile, Ala., a member of the Academy's 
Commission en Education, presented these cogent views on general 
practice residencies in a speech at the annual State Officers’ Con- 
ference this spring, on March 21, in Los Angeles.—PuBLISHER 


THIs Is NOT INTENDED or expected to be the last word 
in regard to general practice residencies, but I do con- 
sider it an honor and a privilege to join with you in 
turning the page and opening a new chapter in this 
phase of training for general practice. 

There can be but one purpose for planning a gen- 
eral practice residency—to fill a need. This need re- 
volves around the purposes of general practice and 
qualifications for fulfilling these purposes. In planning 
hospital training for the family doctor we must bear in 
mind the definite differences in his philosophy and 
that of the specialist. The specialist is to become more 
or less a finished product in a limited field. The family 
doctor is to become a growing organism, well planted 
but adaptable to an ever-changing situation. His edu- 
cation is truly a lifelong experience. ’ 

So, in thinking of hospital training for the family 
doctor, we are concerned with the foundation upon 
which he is to grow. There is no conflict between his 
foundation and his later growth. The training the 
family doctor gets in the beginning will, to a great ex- 
tent, determine how much he can grow. All the water 
and fertilizer in the world will not produce a mighty 
oak unless it is securely planted with adequate depth 
of soil. Therefore, my first point is that later post- 
graduate training does not take the place of residency 
training, although it is just as, or even more, essential. 


Better Preparation Needed 


I mentioned the purpose of general practice. Our 
purpose is to see that our patients get the best medical 
care and supervision possible. We believe that a well- 
trained family doctor personally can provide 80 per 
cent of this care, and that in his capacity as general 
manager, he can, better than anyone else, arrange for 
his patients to get the other 20 per cent. We are not 


GP August 1955 


particularly concerned with increasing the average 
care a general practitioner provides to 82 or 83 per 
cent of all services required, That is an individual 
matter for the doctor who wants special training in a 
special field. What we want is to be assured that our 
members are really competent to handle the 80 per 
cent. 

Many of us believe that the present four-year medi- 
cal school curriculum plus one year of rotating intern- 
ship does not adequately prepare the young doctor to 
care most competently for 80 per cent of the medical 
needs of all of his patients. This is not the fault of the 
medical school nor of the internship, though in both 
instances there will always be room for improvement. 
The fault, if it is a fault, is that we are obligated by the 
advancement of medical science to provide better 
medical care today than ever before. 

The need for general practice residencies has never 
been as clear-cut as the need for specialty residencies. 
A specialty residency has been an absolute necessity, 
ours a relative necessity, as over the years family doc- 
tors have demonstrated that good medicine can be 
practiced without formal residency training. 

Some of our members have been disturbed by the 
fact that out of more than 18,000 doctors taking resi- 
dencies, less than 300 are in general. practice residen- 
cies. Almost twice as many doctors are taking residen- 
cies in anesthesia as in general practice, and the same 
is true in pathology and radiology. Almost three times 
as many are training for pediatrics, for psychiatry 
and for obstetrics and gynecology. Six times as many 
are preparing for internal medicine, and seven times 
as many for surgery. 


Specialists’ Opportunities Dwindle 


In spite of this, the medical bureaus list very few 
opportunities for these specialists, while there is a 
great demand for doctors in general practice. Some of 
our members are concerned lest these poor misled 
specialists may not be able to make a living. I suggest 
that we shed no tears for them, but let the law of supply 
and demand regulate their numbers. Of course, we 
do want to be in a position to offer them refresher 
courses and perhaps some specialty training in general 
practice in case they find it impossible to make a living 
in their specialty. 


What Deters General Practice Residencies? 


Why is it that doctors planning to enter general 
practice have not taken more residency training? It 
has been assumed that the economic factor is the most 
important. I deny this. I know of several doctors 
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who have entered general practice, following in 
their fathers’ footsteps, without taking a residency 
because they were not convinced that this training 
was necessary. Physicians entering general practice 
must be convinced that a residency is desirable and 
that the right kind is available. 

Should we let the economic factor influence us in 
planning a general practice residency? Do the special- 
ty groups consider the doctor’s finances when they re- 
quire four years of residency training? Perhaps in the 
past the promise of eventual higher income for special- 
ists helped to offset the extra years of study and the 
immediate loss of earning power. This is no longer 


. true. Medical Economics this month reports that the 


income differential between the specialist and the 
general practitioner has narrowed progressively dur- 
ing the past few years; and if the trend continues, in 
the very near future the family doctor will be among 
the highest-paid groups in the field of medicine. Gen- 
eral practitioners’ income has now surpassed income 
of specialists in internal medicine and is on a par with 
pediatricians. 

Hospital training itself has undergone a change in 
recent years in regard to stipends or salaries paid to in- 
terns and residents. There are only four hospitals on 
the approved list that do not offer salaries to interns. 
Yet interns have consistently chosen internships on a 
basis of quality of training rather than financial re- 
muneration. The paid residencies available today 
would have been accepted eagerly by physicians 15 or 
20 years ago. 

The two chief reasons why doctors planning to enter 
general practice have not taken additional hospital 
training are: (1) The need had not been demonstrated, 
and (2) The training programs had not been provided. 


Choice of Hospital 


What kind of hospital can provide effective training 
for general practice ? What standards must be met? I 
assume that at the beginning the “Essentials of Ap- 
proved Residencies and Fellowships,” prepared by the 
Council on Medical Education and Hospitals of the 
American Medical Association, must be our guide. 
However, this manual, prepared first in 1928 and re- 
vised from time to time (the last revision in 1950), was 
written with specialty training in mind; certain revi- 
sions may be necessary to adapt these “Essentials” to 
residencies designed to train for both specialties and 
general practice. These “Essentials” do, however, fur- 
nish us with a good start for our planning. 

What are the requirements at present for approval 
by the Council on Medical Education and Hospitals ? 

(1) Enough patients for teaching purposes. If the 
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majority of patients are private patients, they must |. 
available for teaching purposes. Affiliation with oth« 
nearby hospitals may provide more teaching materia: 

(2) ‘The medical staff of the hospital may well |x 
the determining factor in the development and aj)- 
provai of a graduate training program.” Now, I don’ 
know who had what in mind when those words were 
incerporated in the “Essentials.” The writer may have 
intended it to mean that only specialist-dominated 
hospitals would be approved for residency training. | 
know what I mean by the medical staff being the deter- 
mining factor. In relation to general practice residency 
training, it means only hospitals where the staff accepts 
the general practitioner as an equal; only hospitals 
where the philosophy of the family doctor is respected 
by the medical staff; only hospitals where the family 
doctors can take care of their patients in the manner in 
which the resident is being trained to take care of his 
patients later in practice. Only those hospitals should 
be approved for general practice training. 

(3) The hospital must have the daily services of a 
competent radiologist and pathologist; it must have a 
modern, well-equipped and staffed clinical laboratory ; 
an autopsy rate of 20 per cent must be maintained; an 
adequate library must be available and adequate medi- 
cal records must be kept. 

(4) The training program must be long enough to 
enable the resident to begin practice in a scientific 
manner. This depends on many factors. Whether a 
one-, two- or three-year program is to be developed de- 
pends on the goals to be accomplished. No program in 
itself can produce a finished product. The most widely- 
accepted plan we have at present is that of Dr. Holland 
T. Jackson, providing for two years of graduate train- 
ing beyond the internship, with one year in medicine 
and its subspecialties and the second year in surgery 
and its subspecialties. 

(5) The training program must be supervised by a 
competent and experienced physician qualified to di- 
rect a teaching program. 

(6) The resident must be given responsibilities, in- 
creasing as he demonstrates his ability. 

(7) Methods of teaching must include clinical patho- 
logical conferences, journal clubs and other organized 
teaching conferences. 

(8) Services for training should include out-patient 
department, emergency room, operating room, etc. 

(9) The resident should get experience in teaching 
and have opportunity for research. 


Need to Review Residencies 


As you know, the Mead Johnson Awards for gradu- 
ate training in general practice are given to ten men 
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each year to aid them in taking general practice resi- 
dencies. So far, all residencies approved by the Coun- 
cil on Medical Education and Hospitals of the AMA 
have been accepted by the Academy. But, we are get- 
ting evidence that all of these residencies do not fulfill 
our purposes. A student from the University of Penn- 
sylvania, who was selected to receive one of the Mead 
Johnson Awards, wrote as follows: 

“I have not been impressed with any of the pro- 
grams that these hospitals offer and feel that a general 
practice residency at any of them would not fulfill the 
training that I am after to go out into general practice. 
It appears to me, and to many of the men that I have 
talked to, that a general practice residency at the pres- 
ent time serves only as a second year of internship 
training at the most, and that in most instances you 
are the low man on the totem pole in the particular 
department you are covering in the hospital. 

“In other words, when you are on medicine, you are 
usually with a man who is a medical resident; and you 
are usually second to him (as it probably should be), 
but it is not the best position for a resident who must 
take responsibility. 

“Since many of the men at my hospital feel that 70 
per cent of the patients that one will see in general 
practice are medical patients, I feel that my best bet is 
to take a year of approved medical residency and then 
go into general practice.” 

This letter brings out several important points—the 
question of prestige, the value of the training and the 
relative value of a year in a specialty residency. I would 
like to point out again that the four general practice 
residencies he considered are all approved and that 
one is in a university medical school hospital. 

Let us then consider three types of residencies based 
not on length of service or services covered, but based 
on who plans and directs the program: 

(1) A specialty residency for one or two years. This 
would of necessity be planned and directed by the 
specialty group. It is the policy of the Council on Med- 
ical Education and Hospitals of the AMA to plan only 
fully-integrated residency programs in the specialties, 
extending over the entire length of the residency pro- 
gram. One year in a specialty residency prepares for 
only one thing—additional training in that particular 
specialty. That is what it is designed for. The attitude 
of the resident is directed away from general practice. 
This plan cannot fulfill our purposes. It cannot pre- 
pare for family-doctor-type of practice. 

(2) A general rotating residency in a completely 
organized teaching hospital, providing training for 
medical students, interns, general practice residents 
and residents in the specialties. 

\dvantages of this type can be great. There are op- 
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portunities for observation of many patients, well- 
planned teaching conferences, special courses, such as 
EKG, x-ray, etc. ward rounds and close association 
with the residents in specialties. This association can 
lead to the mutual respect and cooperation that we in 
active practice enjoy in our association with the spe- 
cialists on our hospital staffs. 

Disadvantages of this type of residency are more ap- 
parent than real, or if real they can be surmounted. 
First, there is that feeling of lack of prestige, being the 
low man on the totem pole. This is based on the scheme 
of evaluation of general practice that has been devel- 
oped during the past 25 years. 

There is a good answer to the resident in general 
practice who resents playing “second fiddle” to the 
specialty resident. I would say to him, “You are being 
trained to be the general manager. You will be rotated 
through the various departments very much like the 
boss’ son is rotated, so that you can learn the whole 
business. You will not be the head man in any one de- 
partment; but you are there to learn, to get an over-all 
picture of medicine and its problems, so that in the 
future on the medical team you will be the quarterback 
—you will call the signals.” The general practice resi- 
dent has every right to hold his head high, to demand 
and get the respect of his colleagues. 

Another disadvantage is that a general practice resi- 
dency is the only residency that does not lead to spe- 
cial recognition, such as certification by a board—at 
least this was true until today, when the Congress of 
Delegates of our Academy amended our By-Laws to 
grant credit for general practice residency training 
toward membership in the Academy. This is a forward 
step, and it should help to raise the prestige of the 
general practice resident. 

Still another way to improve the training of the resi- 
dent and to raise his prestige is a continuous program 
of instruction in the art of practice as a personal phy- 
sician, in doctor-patient relationship, in the interpro- 
fessional relationship between the specialist on the case 
and the family doctor. Since we have shown more in- 
terest in these matters than have the specialties, it 
should be a part of the general practice training pro- 
gram, to which specialty residents might be invited. 
In the philosophy of doctor-patient relationships we 
are the specialists. 

The argument that in a large teaching hospital the 
general practice resident is made a “flunky” and ac- 
tually gains no valuable experience must be answered. 
My answer is simply that we must refuse to approve or 
accredit any residency where the resident is not afford- 
ed ample opportunity to fulfill our purposes in training 


for general practice. 


(3) We have discussed two types of residencies—the 
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specialty residency, which we discarded as unsuitable 
for our purposes, and the rotating residency in the 
large teaching hospital, which has great possibilities 
for the future of general practice. A third type of resi- 
dency might be developed in hospitals of quality which 
are below the requirements of the specialty boards in 
quantity of patients. In these hospitals there would be 
no specialty residents. The general practice resident 
would train under the immediate direction of the at- 
tending men—both general practitioner and specialist. 
He would have responsibility over interns when they 


are also in training; and in his second year he migii: 
have the distinction of being called “chief resident.’ 
This would certainly offset the feeling of loss o: 
prestige. 

In conclusion, I have attempted not to outline how 
the residency program is to be set up but to point out 
the principles upon which it must be based—prin- 
ciples for which our Academy was founded to up- 
hold and support. We must make certain that ap- 
proved general practice residencies are set up and 
operated in accordance with these principles. 


Ants in the Printers’ Plants 


HOWZ THAT AGAIN? 


Rosemary CLooney, song star, wife of Jose Ferrer, actor-pro- 
ducer, is expecting to become a mother for the first time in six 
weeks, Hollywood friends have revealed.—Boston Record. 


TAPERING OFF 


Harry M. Wootten, consultant to the tobacco industry, smoked 
an estimated 369 billion cigarets in the year ending at midnight 
Dec. 31, a drop of 25 billion smokes.—-Mamaroneck (N.Y.) Times. 


TIGHT FIT 


NINE NurRsEs will be assigned to duty in the hospital Feb. 24. 
There will be three nurses to a shirt.—Michigan Paper. 


WHAT'S HE FULLA? 


Durinc Miss Gardner’s stay in the clinic, Dominguin was a con- 
stant visitor. She said she and the fullfighter were “excellent 
friends.”-—Detroit News. 


“BUSY LITTLE MAN 


He ts the father of five children and his wife is expecting a sixth. 
His job keeps him hopping all day and he is not one to spend 
his nights sitting around the house doing nothing.—Hartford 
(Conn.) Courant. 


OOPSE! EXCUSE IT! 


Dr. ALLEN returns to pirate practice after duty as airflight sur- - 


geon.—San Diego (Calif.) Shopping News. 

BULL-ETIN 

Jimmy Carrer OK’p sy Sore THroat—Headline in Miilsdale 
(Mich.) News. 

MISSING A BEAT 


Lost—A pulse between Alpha and Lambda. Contact J. J., 3316]. 
Reward.—Grand Junction (Colo.) Daily Sentinel. 


A LITTLE SQUIRT, MAYBE 


Miss Vercinia Craus, the bride, is a popular local telephone girl. 
George, the groom, we are told is a former sofa-jerker from 
Revilton.—.Vewton (La.) Tribune. 
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DISSECTION 

Str Arounp IN Sections TO Save Precious Space.—Headline in 
the Louisville Courier Journal. 

A PEACHY LOOKER 

Sue (the bride) carried a white orchard on top of her white- 
satin nurse’s testament.—Sidney (Ohio) Daily News. 
SATAN’S HELPER? 


Dr. JosHua Macipson, formerly of Bay City, has become asso- 
ciated with the Marshall Field clinic in the capacity of an infernal 
medicine specialist.—Michigan Weekly. 

VASELINE CASE 

Bonn, Germany (AP)—Economic Commirrer of the Bundestag 
last night approved the Paris treaties ankle and branded one 
on the seat of her panties.—Atlanta Constitution. 

EXPERIENCED OBSERVER 

*SrorK ATTENDS Brotocy Meetinc.”—Headline in Faribault 
(Minn.) Daily News. 

HEALTH HINT 

You micut be able to avoid your usual winter colds if you would 
avoid fatigue, loss of sleep and overcreating.—.Nashville Banner. 
ANATOMIC FORECAST 

Tomorrow we may expect strong northwest winds reaching a ga! 
in exposed places.—Portland (Ore.) Oregonian. 

MATERNITY NOTE 

Acrress Has Basy Turee Days Arrer Oscar—Hollywood 
Citizen-News. 

WHO'S BEING NEEDLED? 

Arrangements have been made to have dogs and cats vacci- 
nated on Monday. Owners of all dogs (cats if desired) may be 
vaccinated at that time.—Lewistown (Mont.) Daily News. 
HORRIBLE EXAMPLE DEPT. 


A scare model of the proposed hospital set-up was exhibited. 
—Findlay (Ohio) Republican-Courier. 
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PERMANENTLY BOUND IN 
BEAUTIFUL BROWN FABRICOID 


This year Abstracts comes of age 
with a regular hard-case book 
binding, with a gold-stamped cover 
of dignified brown simulated leather 
Fabricoid. This improvement was 
inspired by subscriber criticisms 
of the poor “wearing” quality of 
the earlier editions. Here, at last, is 
a really permanent volume, which 
will grace your reference shelf or 
study shelf with dignity for years 
of daily usage. 

There is no other book like this 
in the medical literature. It should 
be in the hands of every general 
practitioner who values the wealth 
of medical knowledge that comes 
out of the AAGP Assemblies. For 
only in this book has that knowl- 
edge been caught, condensed and 
preserved. 


Despite the greatly improved 
binding, the 1955 Abstracts has 
been kept at the same $5.00 per 
copy price (delivered). This has 
been done, by Board directive, in 
the conviction that Abstracts is an 
important service to all members. 


You will be billed on delivery of 
your copy. 


ORDER DIRECT FROM 
AM:RICAN ACADEMY OF GENERAL PRACTICE 
BROADWAY AT 34th, KANSAS CITY 11, MO. 


YOUR PERMANENT RECORD 


OF THE 1955 SCIENTIFIC ASSEMBLY 


HERE IT IS—the full four days of the finest Assem- 
bly in Academy history, condensed into 300 pages, 
to keep that Assembly at your fingers for years into 
the future. The huge accumulation of knowledge 
from the Los Angeles Assembly can be of daily help 
to you in your practice — no further away than your 
reference shelf. 

The essence of 15. lectures, 7 panels and 52 
scientific exhibits, distilled down to quick-study out- 
line form — with literally hundreds of helpful illus- 
trations. The experience and advice of 32 speakers 
and 88 scientific researchers, bound within the covers 
of one handsome reference volume. 


USE THIS COUPON TODAY 


AMERICAN ACADEMY OF GENERAL PRACTICE 
Broadway at 34th, Kansas City 11, Missouri 


bill me in the amount of $5.00 upon delivery. 
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AN ACADEMY OFFICER'S PROFILE... 


Cyrus Anderson Personifies Directorate 


Cyrus W. Anderson, M.D. 


Dr. Cyrus W. Anperson of Denver, Colorado is a phy- 
sician who has long served his profession through 
chairmanships, presidencies and directorates, as well 
as in the actual practice of medicine. His role in the 
American Academy of General Practice the past few 
years has been a busy one, having been a member of the 
Board of Directors since 1953 and this year in Los 
Angeles named to the Executive Committee. 

In earlier years, from 1950-52, Dr. Anderson, who 
is a past president of the Colorado chapter, served as a 
delegate to the national Assemblies. In 1952 he also 
served as chairman of the Credentials Committee and 
was a member of the Commission on Public Policy. 
Since that time he has continued as a member on that 
commission and this year was elected its chairman. 
For the 1956 Assembly in Washington he will be chair- 
man of the Nominating Committee. 

Dr. Anderson’s energies have been greatly expended 
on the new headquarters building—having served on 
the national Building Fund Committee since 1953. 

A native of Denver, Dr. Anderson was born there 
June 28, 1897, to Carl W. and Anne E. Anderson who 
were natives of Sweden. He was graduated from the 
University of Colorado School of Medicine in 1920— 
his collegiate affiliations were with Beta Theta Pi and 
Phi Rho Sigma, medical fraternity. Dr. Anderson took 
his internship at Denver’s Mercy Hospital and then 
began his practice in the city that has continued to be 
his home. 

In 1921 he married Miss Juaneta Fruth and they 
have four daughters—Mrs. Susanne Young and Mrs. 
Cynthia Blanchard of Denver, Mrs. Mary Louise Hugh- 
ett of Billings, Mont. and Mrs. Nancy Jordan of Gales- 
burg, Ill. 
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From various times during the years, 1926-1941, he 
was an instructor on the University of Colorado Medi- 
cal School faculty. He is a past president of Denver 
General Hospital staff and is now a member of Mercy 
Hospital’s executive board and vice president of the 
Mercy staff. 

A member of the American Medical Association, his 
activities in the Colorado Medical Society have been 
many. From 1950-52 Dr. Anderson was a trustee and 
in 1952 he was chairman of the board of trustees. This 
year he is chairman of the society’s Publicity Com- 
mittee. 

Locally, he is president of the Denver Medical Soci- 
ety and served as vice president in 1953. Last year, he 
was drafted as chairman of the Legislative Committee 
while serving as president-elect. 

A founder member of the Southwestern Surgical 
Congress, he has also served on the board of directors 
of the Association of American Physicians and Sur- 
geons since 1952. 

His trusteeships have been rounded out by serving 
in that capacity the past four years for Colorado Med- 
ical Service (Blue Shield). 

Dr. Anderson is a 32nd degree Mason and a past 
master of Emulation Lodge #154. In 1946-47 he was 
secretary of the Denver Rotary Club, was Rotary presi- 
dent in 1948 and served on the board of directors from 
1947-49. 

Added to the myriad activities which are making 
1955 a busy year for the Denver physician, is his role 
as first vice president of the Presidents Round Table. 

When there is a break in his busy schedule, Director 
Anderson devotes some time to photography and fish- 
ing—his favorite hobbies. 
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Academy Member Dwight Murray To Take Over President's Reins of AMA 


Salk Vaccine, Civil Defense, Atomic Fall-Out, Osteopathy, Medical Practices 
Are Vital Issues at Atlantic City Meeting 


Tue 104TH ANNUAL MEETING of the American Medical 
Association this year in Atlantic City found appraisals 
of the Salk Vaccine, reports on atomic fall-out and 
medicine’s part in civil defense vying for the spotlight 
with the house of delegates’ “thumbs-down” action on 
osteopathy and unanimous selection of Academy 
Member Dwight Murray for president-elect. 

The selection of Dr. Dwight H. Murray of Napa, 
Calif., marked the first time that an Academy member 
has headed the parent medical organization. In 1950— 
51, Dr. R. B. Robins, who was AAGP president the 
following year, served as vice president of the AMA but 
was defeated two years ago by Dr. Walter Martin for 
the AMA presidency. 

Dr. Murray, 67 years old, who has been chairman of 
the AMA board of trustees since 1951, was unopposed 
for the office and was unanimously elected. He will 
take office in Chicago next year succeeding Dr. Elmer 
Hess, 

Immediately following the election, the board 
named Dr. Gunnar Gunderson, LaCrosse, Wis., as its 
new chairman. Other top positions that were filled are: 
vice president, Dr. Millard D. Hill, Raleigh, N.C., suc- 
ceeding Academy Member Clark Bailey, Harlan, Ky.; 
speaker of the house of delegates, Dr. E. Vincent 
Askey, Los Angeles; and vice speaker, Dr. Louis M. 
Orr, Orlando. 

The Salk Vaccine came in for its share of attention 
through a special report from its discoverer, Dr. Jonas 
Salk. and through a panel discussion concerning the 


GP August 1955 


control of poliomyelitis. The panel participants were 
Dr. Hart E. Van Riper of the National Foundation for 
Infantile Paralysis, Dr. Salk, Drs. Thomas D. Dublin 
and Thomas Francis, Jr., and Surgeon General 
Leonard Scheele. 

Dr. Salk confidently told the AMA that his vaccine 
protects primarily against paralysis and other serious 
effects and, that it is safe. He said that if it is properly 


Congratulates Academy Member Murray. The new president-elect 
of the AMA (left), Dr. Dwight H. Murray, gets a warm handclasp 
from Retiring President Walter Martin. 
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made there shouldn’t be any live virus in a batch of the 
yaccine after it has been “cooked” nine days in a chem- 
ical solution which contains formaldehyde. In two 
days, 99.9 per cent of virus infectivity is obliterated 
and then it is cooked an additional seven days for good 
measure. 

He sees no danger of paralytic polio developing in 
children who have had the first shot (of properly pre- 
pared vaccine) and who are given the second shot even 
in the height of the polio season in the middle and late 
summer. 

Another polio researcher, Dr. Albert B. Sabin of the 
University of Cincinnati, told the AMA that safety 
tests originally prescribed for the Salk Vaccine are not 
good enough to yield safe vaccine with regularity. 

Following a three-hour open hearing on the com- 
mittee report concerning the study of relations be- 
tween osteopathy and medicine, the house voted 101 
to 81 in favor of the minority report which opposed the 
majority report on the osteopathic question. The de- 
feat actually meant that a proposal for MD’s to cooper- 
ate by teaching medicine in schools of osteopathy was 
not sustained. 

The committee which was organized in 1952 to 
study relations between osteopathy and medicine, 
headed by AMA Past President John Cline, visited five 
osteopathic schools. The committee reported that gen- 
eral medicine comprised 95 per cent of their instruc- 
tion. The substitute motion which was adopted insisted 
the American Osteopathic Association and osteopathic 
schools should remove the designation “osteopathic” 
before MD cooperation is offered. Osteopathy as such 
was described as a “cultist”’ teaching. 

Action on the recommendations of the Committee 
on Medical Practices, which is headed by former 
AAGP President Stanley R. Truman, was postponed 
until the clinical meeting next December in Boston. 
Through action by the Academy’s president-elect, Dr. 
John S. DeTar, who is a member of the committee, the 
house voted to make the committee report available to 
all the members before that time. 

Upon becoming the 109th president of the AMA, 
Dr. Elmer Hess made a proclamation of faith in his 
inaugural address. He said he felt a physician must 
take more into the sick room than his scientific skill. 
“We must allay fear, inspire confidence and strengthen 
the patient’s determination to get well,” he insisted. 

In outlining his program for the coming year, Dr. 
Hess emphasized that physicians must become leaders 
in a campaign to overcome the ravages of mental illness 
and to help eliminate the needless bloodshed of traffic 
acciients, 

Retiring President Walter B. Martin of Norfolk, Va. 
told ‘ie house of delegates that conditions under which 
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The 109th AMA President. In his new role as president, Dr. Eimer 
Hess looks ahead to the year’s work. 


medicine is practiced have changed radically but the 
basic philosophy of medicine has not changed. He re- 
stated the AMA’s policy opposing federal aid to med- 
ical education in any guise that would make possible 
federal interference or control. 

The Distinguished Service Award, one of medicine’s 
top honors and one made annually by the AMA since 
1938, went this year to Dr. Donald G. Balfour of 
Rochester, Minn., a former director of the Mayo 
Foundation. 

At a meeting of the Section on General Practice, Dr. 
L. H. McDaniel, Academy member from Tyronza, 
Ark., gave his address as section chairman. He pre- 
dicted tremendous victories in medicine in the next 50 
years, including such major goals as eradication of in- 
fectious diseases, a cure for the common cold, surgical 
transfer of vital organs and even longer lasting beauty 
for women. 


Trends and Events in the Nation’s Capital 


How Far with Intergovernmental Relations? 


THE REPORT and recommendations of the Commission 
on Intergovernmental Relations, which were submitted 
recently to President Eisenhower, add still more fuel to 
a question that was already burning fiercely: 

Are federal grants in aid making vassals of the states, 
building Washington into a paternalistic behemoth 
and advancing the cause of socialism? 
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Having given considera- 
ble attention to grants for 
health, education and wel- 
fare, as well as for highways, 
housing, civil defense, etc., 
the commission has come 
to the conclusion that this 
form of state aid is wise and 
necessary, provided sup- 
ported projects are subject 
to continuing study, and 
governmental assistance is 
used as a pump-primer 
rather than as a crutch. 

In the field of health and medical care, Congress is 
appropriating hundreds of millions annually to the 
states for hospital construction, maternal and child 
health, vocational and medical rehabilitation, medical 
research, general public health projects and for such 
categorical endeavors as tuberculosis and venereal 
disease control. 

Legislation that is pending would vastly extend this 
financial assistance. It would provide matching funds 
for construction and improvement of medical schools, 
development of group practice clinics and expansion 
of prepaid medical care insurance plans. 

“It is clear,” says the commission’s report, “that 
there is a vital interest at all levels of government in 
providing adequate public health services and facilities. 
The commission believes that the primary responsibil- 
ity for providing such services and facilities (other than 
those of an international or interstate character) should 
remain with the states and their subdivisions. The 
commission also believes that the national government 
should continue to play an active role in this expanding 
field. It should be continually alert to opportunities for 
raising the level of health standards and services for 
the nation. 


Franklin D. Murphy, M.D. 


“Contributions of the national government properly 
include research, dissemination of information, and 
promotion of minimum standards of service. Federal 
financial assistance may properly include: Temporary 
grants in aid to encourage state and local action, es- 
pecially with respect to urgent health problems, and 
assistance of a more general or continuing nature to 
help maintain state health services at levels deemed 
necessary in the national interest.” 

Continued support for hospital construction under 
the Hill-Burton program is indorsed, provided there is 
continuing study “to make sure that the latest treat- 
ment methods are taken into account in establishing 
future needs.” 

Set up by Congress in July, 1953, the commission 
had .s its first chairman Clarence Manion, former law 
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dean at Notre Dame University. He resigned less than 
a year later as a result of differences with the Adminis- 
tration. His successor was Meyer Kestnbaum of Chi- 
cago, president of Hart, Schaffner & Marx. Dr. Frank- 
lin D. Murphy, chancellor of University of Kansas 
and an honorary member of the American Academy of 
General Practice, served as chairman of the committee 
that gave advice on health and medical problems. 


Medicine Figures in Congressional Windup 


Late June and early July in Washington witnessed 
considerable activity on legislation of interest and im- 
portance to medical practitioners. 

Department of Defense and its constituent services 
applied what it hoped were finishing touches to a bill 
that would radically change the system—or lack of 
system—by which dependents of military personnel 
receive medical benefits. Simultaneously, American 
Hospital Association was drafting a bill of its own, 
based on the premise that all dependents within the 
continental limits should receive health services from 
private doctors and in private hospitals, with the gov- 
ernment paying the full cost through insurance pre- 
miums. 

Senate and House approached final action on a com- 
promise bill extending the doctor-draft law two more 
years. House Interstate and Foreign Commerce Com- 
mittee and Senate Labor and Public Welfare Commit- 
tee, after having held protracted hearings, pondered 
decisions on legislation dealing with federal grants for 
purchase of poliomyelitis vaccine and possible controls 
on its distribution. 

The Eisenhower Administration was still undecided 
whether to send up a bill providing for contributory 
health insurance as a fringe benefit for some two mil- 
lion federal classified and postal employees. If such a 
plan is not enacted this year, it almost certainly will 
be pushed on Capitol Hill in 1956. 

But perhaps the most explosive issue on the congres- 
sional docket in July was the Democratic proposal for 
further liberalization of social security, particularly the 
scheme on permanent and total disability insurance. 
For years organized medicine has fought off attempts to 
introduce disability insurance, arguing that it would 
bestow a dangerously high degree of authority upon 
the Department of Health, Education and Welfare in 
medical determination of total disability. 

At this writing, it is still uncertain whether for- 
warding action will be taken on this controversial sub- 
ject. There is no doubt, however, that the issue will be 
kept to the fore in 1956, an election year, in the event 
a midsummer adjournment of Congress precludes pas- 
sage in 1955. 
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AMA, Labor and Management To Confer 
On Medical Problems of Working People 


THIS SPRING a special committee of the American Med- 
ical Association was appointed to meet with labor and 
management in a joint effort to solve the medical prob- 
lems of working people. On June 5 in Atlantic City the 
committee held an organizational meeting and basic 
policies were set in preparation for these meetings. 

The committee, appointed by Dr. Dwight H. Mur- 
ray, an Academy member from Napa, Calif., who served 
as chairman of the AMA board of trustees before being 
made president-elect in June, is comprised of Dr. 
Elmer Hess, AMA president who is committee chair- 
man; Dr. James R. McVay, a member of the board of 
trustees; Dr. Joseph D. McCarthy, chairman of the 
AMA Council on Medical Service, and Dr. William P. 
Shepard, chairman of the AMA Council on Industrial 
Health. 

Dr. Carl M. Peterson, secretary of the AMA Council 
on Industrial Health, in commenting on the new com- 
mittee said: ‘There are widely divergent points of 
view on medical care but there are many areas, par- 
ticularly in the field of preventive medicine, where the 
time is ripe for realistic discussion of the issues.” 


Dr. George Bond Stars on Nationwide 
“This Is Your Life’ Television Show 


Ratpu Epwarps has selected another Academy me:::- 
ber, the second in two years, to be featured on his na- 
tionwide “This Is Your Life” television program. On 
June 22, Dr. George Foote Bond of Bat Cave, N. (., 
now Lieutenant Commander Bond stationed in Pear! 
Harbor, was flown to Los Angeles where he expected 
to serve as technical director for a navy training film. 
Instead, when the curtain opened, the story of Acad- 
emy Member Bond’s life unfolded. 

Dr. Bond was singled out for the television honor 
because of his work in setting up a practice and clinic 
in a mountain area 500 miles square where there had 
been no doctor. Neighbors, civic leaders and patients 
were flown to Los Angeles to testify to the hardships 
and prejudices of the mountain community which the 
young doctor had to overcome. 

Through lectures and other fund raising devices, 
Dr. Bond raised $9,000 to help get the Valley Clinic 
and Hospital under way in 1948. Volunteer workers 
labored day and night to transform an old building into 
a clinic. 

Dr. Bond was born in Ohio in 1915, the son of a 


146 


GP Volume XII, Number 2 


- 
-WW-W-W-W... nana-flavored 
q 
oe 
Gee 
f 
} 
( 


wealthy lumberman. He first had the desire to be a 
physician and practice in the mountain country when 
he was 12 years old. That summer while attending 
camp near Bat Cave he saw what the lack of medical 
care was doing to people who had become his friends. 

In 1927 Dr. Bond had tuberculosis and upon his re- 
covery was sent to Switzerland to school. By the time 
he was ready for medical school his family had lost its 
money, but by working he managed to start at the 
University of Florida. He received his M.D. in 1945 
from McGill University in Montreal. 

His wife, whom he married in 1938, and their four 
children were flown from Hawaii to be on the program. 
His mother and sister completed the family circle. 

Besides the customary gifts to the honoree and his 
family, IGA Food Company presented $2,000 worth of 
foodstuffs to be used at the Valley Clinic and Hospital 
and Cole-Finder Mercury Dealers of Chicago presented 
a new Mercury station wagon equipped as an ambu- 
lance for the doctor’s use. 

Dr. Bond expects to return to Bat Cave as soon as 
he has completed his stint in the navy. Meanwhile, 
another physician is serving in his place. 

Academy member, Dr. Kate Newcomb of Woodruff, 
Wis., was honored on “This Is Your Life” last year. 


Orders for 1955 Edition of Abstracts 
Climb as Publication Date Approaches 


Tue 1955 epirion or Abstracts is scheduled to be off 
the presses this month and early orders would indicate 
that requests will reach a new mark this year. 

Under the direction of Dr. I. Phillips Frohman of 
Washington, D. C., as medical editor, Abstracts is 
again priced at $5 but this edition is a permanent case- 
bound book of dark tan leather. The format has not 
changed—featuring a condensed, practical and easy 
way to review each lecture 
and panel discussion from 
the Seventh Annual Scien- 
tific Assembly in Los An- 
geles. There are profuse il- 
lustrations of every scien- 
tific exhibit. 

Abstracts is presented in 
300 pages. For a handy or- 
der coupon, see page 139 of 
this issue. No money should 
be sent with the order as 
subscribers will be billed 
upon delivery of the book. 
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Aiding Dr. Frohman in the editing of this edition 
are Drs. E. I. Baumgartner, Oakland, Md.; Richard 
P. Bellaire, Saranac Lake, N. Y.; John R. Bender, 
Winston-Salem, N. C.; Robert Allen Davison, Mem- 
phis, Tenn.; Joseph S. Devitt, Milwaukee; Albert S. 
Dix, Mobile, Ala.; E. Keith Hammond, Paoli, Ind.; 
Joseph Lindnér, Cincinnati; William E. Lotterhos, 
Jackson, Miss. ; Charles E. McArthur, Olympia, Wash. ; 
Anthony R. Marsicano, Columbus; John F. Mosher, 
Coeymans, N. Y.; Robert Purtell, Milwaukee; Francis 
P. Rhoades, Detroit; William J. Shaw, Fayette, Mo.; 
Loren G. Shroat, Seattle; and Andrew S. Tomb, 
Victoria, Tex. Dr. Thomas J. Rardin, Columbus, had 


to withdraw because of illness. 


Academy Members To Aftend Institute 
Sponsored by Medical Colleges Association 


Two HUNDRED Academy members have been invited to 
participate in the third of a series of teaching institutes, 
which will be sponsored this fall by the Association of 
American Medical Colleges in Chicago. 

The subject of this institute will be anatomy and 
anthropology. It will be a working conference and 
limited to a selected group of general practitioners 


who were graduated from medical school during the 
period 1940-1950, and who are not on full-time teacl- 
ing staffs. They are being asked to express opinion. 
concerning their own training in anatomy and whether 
or not it gave them adequate preparation for thei: 
careers as physicians. 

The American Academy of General Practice has co- 
operated in this project by submitting, upon request 
from the Institute Planning Committee, the names of 
200 members who would be eligible for the institute. 


1954 Mead Johnson Winner Honored 
On Completion of Residency in Oklahoma 


Dr. Vicror Moore, Bloomington, Texas, one of the 
ten Mead Johnson General Practice Award winners for 
1954, was honored on June 10 on the completion of his 
general practice residency at the University of Okla- 
homa Hospital in Oklahoma City. 

A certificate marking completion of his work, made 
possible under a $1,000 scholarship from Mead John- 
son and Company, was presented by Dr. M. B. Glis- 
mann of Oklahoma City, who is chairman of the na- 
tional Mead Johnson Award Committee. 

The presentation was made at a quarterly staff din- 
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ner-meeting at University Hospital with some 60 staff 
members present. Other guests included Dr. Mark 
Everett, dean of the medical school; Mr. J. D. Parks, 
the local Mead Johnson representative; Dr. J. T. Mc- 
Innis, president of the local chapter and Dr. V. M. 
Rutherford, secretary of the Oklahoma chapter. 

Dr. Moore announced that he plans to start his prac- 
tice in a rural Texas community. 


New Rochester Community Hospital 
Opens Its Doors to Family Doctors 


Reswents of Rochester, Minn., who have long taken 
pride in the Mayo Clinic, have an added interest—one 
close to their hearts—the opening of the new two-story 
Olmsted Community Hospital this summer. 
“Throughout the years the Mayo Clinic recognized 
an obligation for medical care of Rochester residents 
even though its principal work has been specialized 
medical care to the sick of the world,” The Minneapolis 
Star reported recently. “Local residents have been 
cared for through the section on local practice with 24- 
hour availability of clinical fellows for house calls. 
“But that relationship while efficient was imperson- 
al,” the Minneapolis Star story continued. ‘Most 


people like to have a regular family doctor instead of a 
rotating clinic staff.” 

There seldom have been more than five and some- 
times as few as two doctors practicing in Rochester 
outside the Mayo Clinic, which has about 800 doctors 
on its staff. Probably the most important reason for so 
few nonclinic physicians has been the closed medical 
staff arrangement at the local hospitals. 

Through the work of such stalwarts as Dr. William 
F. Braasch, himself once the head of the urology de- 
partment at Mayos, and leaders in the community, 
voters were persuaded to support a $750,000 bond 
issue. The bond issue passed in the general election of 
1948 and since that time extensive planning has been 
under way to make the hospital a reality. 

Dr. Braasch was appointed president of the board of 
directors last November. Doctors who will take their 
patients to the new hospital organized a medical staff 
in February and now there are 21 doctors on the staff. 
There also will be a visiting staff of doctors who have 
patients in the hospital occasionally and retired Mayo 
Clinic doctors will make up an honorary staff. 

The following comment typifies the doctors who will 
now be able to take their patients to the hospital: 

"We are not competing with the Mayo Clinic in any 
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sense of the word—just performing the function of 
family doctors that the clinic simply isn’t set up to do.” 


Nursing Association Opposes Bill 
For Commission on Nursing Services 


A BILL PROPOSING the establishment of a National Com- 
mission on Nursing Services that has been introduced 
both in the House and Senate is being opposed by the 
American Nursing Association on the ground that such 
a commission would duplicate to a large extent re- 
search and study programs already being carried on by 
state, national and professional organizations. 

The bill, known as House Joint Resolution 171, was 
introduced by Rep. Francis P. Bolton (R-Ohio), whose 
sponsorship of nursing legislation dates back to the 
World War II Nurse Cadet bill. The new bill provides 
for a two-year study to clarify the provinces of both 
professional and nonprofessional nurses, to improve 
and extend nursing education and encourage more ef- 
fective utilization of nurses. 

The ANA, in putting its opposition on record June 
8, said: ‘Areas in which immediate congressional ac- 
tion is needed have been defined. The ANA believes 
Congress should meet these clear and specific needs, 


rather than establishing a study commission whic : 
would tend to delay passage of urgently needed legi-- 
lation.” 

The nursing bill was introduced into the Senate «:s 
Joint Resolution 56 by Sen. H. Alexander Smit/i. 
Many leaders in medical, hospital, health and womens 
groups have formed a national committee with head- 
quarters in Cleveland to support the bill. 

Though in opposition to this particular legislation 
the ANA has endorsed the nursing provisions in the 
Administration’s omnibus health bill and Mrs. Bolton’s 
bill for appointing male nurses and medical specialists 
as reserve officers. 


Worcester, Massachusetts Hospital 
Adds Department of General Practice 


Farrtawn Hosprrat in Worcester, Mass., recently add- 
ed a department of general practice to its staff organi- 
zation. Dr. John R. Fowler, president of the American 
Academy of General Practice, and a member of the 
staff, was instrumental in obtaining revisions to the 
staff by-laws to provide for a division of general prac- 
tice. Dr. Fowler is also chief of the General Practice 
Department. 
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The department of general practice will function as 
an administrative unit of the staff. Its officers will be 
responsible for representing the general practitioners 
in staff administration and in educational programs. 

In clinical practice, general practitioners will obtain 
privileges, and practice as other staff members. They 
may have privileges in one or more of the clinical divi- 
sions of the staff according to training and demonstrat- 
ed ability. Opportunity is afforded staff members who 
wish to advance in privileges to obtain additional ex- 
perience under the supervision of chiefs of the various 
clinical services. 


Building Fund Campaign Continues 


AcapeMy Presipent John R. Fowler continues to be 
the very active chairman of the Headquarters Building 
Committee, despite the many added duties which ac- 
company a term in the presidency. In the role of Chair- 
man Fowler, he continues to point out that the financ- 
ing of our new Headquarters Building can be com- 
pleted very simply and quickly. It only takes a check 
for $33 from every member of the Academy to pay the 


entire cost. 


He reminds us that during the three-year delay be- 
fore construction could be started—a delay necessitat- 
ed by both the problem of acquiring a suitable site and 
the task of accumulating sufficient contributions to 
make the “down payment”—the cost of construction 
increased appreciably. So the building will be consid- 
erably more expensive than it would have been had 
construction been possible three years ago. The 
amount which it was necessary to borrow was pro- 
portionately greater—which means a greater amount 
of interest which must be paid annually on the bor- 
rowed funds. 

The quicker we can amortize the principal sum, the 
less will be the total amount to be paid out-in “non- 
productive” interest. So there is sound dollars-and- 
cents purpose back of Dr. Fowler’s suggestion that we 
liquidate our indebtedness at the earliest possible date, 
through a $33 check from every Academy member. 

There is another sound reason for 100 per cent par- 
ticipation in this important project. Every member of 
the American Academy of General Practice has a val- 
uable investment in its future. Every member has good 
reason to protect that investment—to the end that the 
Academy will continue to serve him and the field of 
general practice for many years in the future. One of 
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Tensodin Tablets 
100’s, 500’s and 1000’s 


TENSODIN 


Tensodin is indicated in angina pectoris and 
other coronary and peripheral vascular condi- 
tions for its antispasmodic, vasodilating and 
sedative effects. The usual dose is one or two 
tablets every four hours. No narcotic prescrip- 
tion is required. 


Each Tensodin tablet contains ethaverine hydrochloride 
(non-narcotic ethyl homolog of papaverine) 4 grain, pheno- 
barbital 4 grain, theophylline calcium salicylate 3 grains. 
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®@ Requires no special installa- 
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an ordinary examination table 
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tical radiography and fluoro- 
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panel release. 
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f.o.b. Chicago 


@ Needs almost no servicing— 
since its sturdy dependability 
insures long-term, trouble-free 
operation. Requires less assist- 
ance to use; lets you give your 
full attention to the patient. 
@ Includes such diversified ad- 
vantages of modern equipment 
design as telescoping panel for 
vertical fluoroscopy of adults, 
with horizontal extension for 
children. 


@ Integrally built lead shutters, shockproof vacuum 
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Headquarters Building Starts Upward Climb. The Academy's Head- 
quarters Building is underway and the basement and sub-basement 
are soon to be formed from this hole in the ground. And quite a 
hole it is—26 feet down, in the main section, and 14 feet across the 
front. A total of 7,000 cubic yards of dirt was excavated before actual 
construction could begin. The additional depth of the main section 
will provide a sub-basement for utilities, files and bulky supplies, 
leaving the basement proper available for printing, mailing and 
addressograph operations, as well as committee conference rooms, 
rest rooms and a small lunch room. This photo (June 20) shows 
foundation forms being erected above the footings. 


the ways we can insure the Academy’s continued 
strength is to provide a permanent “home,” where its 
business can be handled efficiently and with maximum 
effectiveness. Such a home is being built—now—but 
it can’t be called completely ours until it is completely 
paid for. That goal is so easy to achieve, if every mem- 
ber will support his investment with the small amount 


of $33. 


A Look at the Record 


To find out just how far we have gone toward that 
goal, let’s take a look at the record. We find that 3,911 
members have made individual contributions (in 
amounts varying from $1 to $600). But only 1,624 have 
made contributions of $30 or more. That is only 8.6 
per cent of the membership. And there, in a nutshell, 
is the reason why it has been necessary to borrow 
more than $400,000 to pay for the Headquarters 
Building. 

Such a sum as $400,000 is rather awesome to most of 
us. But there is nothing frightening about $33 to any 
member of the Academy. Most of us will spend that 
much on a hobby or a “night on the town” without 
blinking an eye. And $33 from each Academy member 
will shrink that towering $400,000 to zero. 

Since the 50 state chapters have now assumed the 
responsibility for raising the balance of the Building 
Fund. let’s see how our 1,624 member-contributors of 
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$30 or more break down percentagewise by states. In 
past issues of GP, kudos have been extended to such 
states as Texas, Ohio, California and Missouri for the 
largeness of their total contributions. But we must also 
say a word of praise for such chapters as Vermont, 
District of Columbia and Rhode Island, whose totals 
aren’t as large but who are receiving the “$30 mini- 
mum” from increasingly higher percentages of their 
members. Nor can we overlook states like Illinois, 
Louisiana, New Hampshire and Tennessee, where 
contributions from chapter treasuries have substantial- 
ly boosted the toials. 

Here, then, is how the states stood at the end of 
May, 1955: 


Total 
Chapter Member Member- 
Chapter Gifts Contributions ship 
Alabama $100 $2,135.00 268 
Arizona 300 90.00 88 
Arkansas 610.00 164 
California 1,400 11,492.85 1,862 
Colorado 700 2,975.00 189 
Connecticut 250 1,382.00 242 
Delaware 100 838.00 72 
District of 
Columbia 792.08 51 
Florida 200 1,192.00 328 
Georgio 600 1,085.00 277 
Idaho = 780.00 82 
Minois 2,450 5,175.50 1,521 
Indiana 405 3,283.50 693 
lowa 300 6,389.00 406 
Kansas 300 1,191.00 248 
Kentucky 335 580.00 390 
Lovisiana 900 1,941.00 257 
Maine 368.00 35 
Maryland 100 1,251.00 186 
Massachusetts 900 6,330.80 389 
Michigan 110 8,928.50 801 
Minnesota 600 2,190.00 533 
Mississippi 300 1,255.00 149 
Missouri 2,100 8,895.00 477 
Montana _ 68.00 42 
Nebraska — 2,287.50 262 
Nevada 130 145.00 34 
New Hampshire 550 1,038.00 67 
New Jersey 100 3,544.00 369 
New Mexico 300 330.00 56 
New York 1,300 6,610.50 1,484 
North Carolina 200 3,015.00 346 
North Dakota — 125.00 23 
Ohio 1,400 11,805.00 1,277 
Oklahoma 125 1,720.00 272 
Oregon 380 1,483.50 219 
Pennsylvania 550 4,208.21 820 
Rhode Island — 533.00 58 
South Carolina 250 2,863.00 193 
South Dakota 200 528.00 98 
Tennessee 1,100 450.00 305 
Texas 893 15,053.00 1,325 
Utah 800 874.00 130 
Vermont 498.00 18 
Virginia 100 990.00 253 
Washington 500 800.00 423 
West Virginia 100 1,963.00 199 
Wisconsin 400 3,960.00 628 
Wyoming 513 576.00 39 
Alaska 10 
Howaii 275.00 98 
Puerto Rico _ 60.25 10 
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Medical News in Small Doses: 


PRESIDENT-ELECT John S. DeTar will give the com- 
mencement address for the University of Tennessee 
Medical units in Memphis on September 26. The med- 
ical units are comprised of the colleges of medicine and 
dentistry, School of Nursing, School of Pharmacy and 
the School of Biological Sciences. On the succeeding 
day he will be a guest speaker at the meeting of the 
Wisconsin chapter in Milwaukee. Last month Dr. De- 
Tar addressed the Kentucky and Tennessee chapters 
in Kenlake, Ky., and already he has been booked by the 
Georgia chapter for its meeting in October, 1956, on 
Lookout Mountain. . . . Wisconsin and Tennessee have 
joined the group of states who have named advisory 
committees to help with the Salk Vaccine distribution 
in their respective territories. In Green Bay, Wis., the 
state medical society named a committee of nine that 
includes AAGP’s Immediate Past President W. B. 
Hildebrand, Milwaukee Academy member E. L. Bern- 
hart and Governor Kohler. . . . . In Tennessee, Gover- 
nor Frank G. Clement was named chairman of a similar 
committee and Dr. Sam O. Jones, president of the 
Tennessee chapter, is one of the committee members. 
...Dr. James G. Simmons of Fitchburg, past president 
of the Massachusetts chapter and president of the staff 
at Burbank Hospital in Fitchburg, has been named to 
the Massachusetts Hospital Advisory Council by Gov- 
ernor Christian A. Herter. The council serves in an 
advisory capacity to the State Department of Public 
Health in regard to allocation of federal funds, mainly 
for hospital construction. ... “Installment buying of 
health insurance should be as ‘fairly painless’ as the 
purchase of automobiies and refrigerators,” a health 
economist, Dr. Odin W. Anderson who is director of 
research of the Health Information Foundation, said at 
a recent educational seminar of the Bureau of Accident 
and Health Underwriters in New York City. . . . Mr. S. 
Sloan Colt, president of the Bankers Trust Company 
of New York, has been re-elected president of the Na- 
tional Fund for Medical Education. . . . . A past presi- 
dent of the Wisconsin chapter, Dr. George E. Forkin, 
has been honored with a certificate of membership in 
the “50 Year Club” of the state medical society... . A 
new member of the Tennessee chapter, Dr. Bernard H. 
Woodard of Spring Hill, has been voted Tennessee 
General Practitioner of the Year. ... At a recent 
luncheon conference of the New York Academy of 
Sciences, Academy Member I. Phillips Frohman of 
Washington, D. C., was one of the six scientific speak- 
ers. ‘The symposium was on the pharmacology and the 
physiologic and psychologic effects of tea. Dr. Froh- 
man discussed the beverage and dietary aspects of tea. 
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News from the State Chapters 


’ Dr. Lawrence E, Leicu of Overland Park was installed 
as president of the Kansas chapter at its fifth annual 
meeting May 2 in Hutchinson. Dr. Leigh succeeds re- 
tiring president C. W. Bowen of Topeka who presided 
over the business meeting which included the election 
of new officers (see cut). 

The new president-elect is Dr. Conrad M. Barnes of 
Seneca. Dr. Bruce P. Meeker of Wichita was elected 
vice president, Dr. Floyd E. Dillenbeck of El Dorado 
was re-elected secretary-treasurer and Dr. Clyde Miller 
of Wichita was named a Kansas delegate to the 
Assembly. 

Three medical specialists presented a clinical-path- 
ological conference during the luncheon. Moderating 
the conference was Dr. William J. Reals, pathologist at 
St. Joseph Hospital in Wichita. The other two partici- 
pants were Col. James A. Wier, M.C., chief of the pul- 
monary disease service at Fitzsimons General Hospital, 
Denver and Dr. Frank F. Allbritten, professor of sur- 
gery at the University of Kansas Medical Center in 
Kansas City. The afternoon scientific session opened 
. with a talk on the diagnostic approach to pulmonary 
disease by Colonel Wier, followed by Dr. Allbritten 
who spoke on hernias. After intermission Colonel Wier 
also talked on “The Diagnostic Significance of Pul- 
monary Cavity.”’ A cocktail hour preceded a dinner at 
which Dr. Kenneth McFarland of Topeka, educational 
consultant for General Motors, gave an address titled 
“Lamp Lighters.” 
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To Lead Jayhawk Chapter. This sextette of Kansas officers is shown 
at the chapter’s recent annual meeting in Hutchinson. Left to right 
are Drs. Conrad M. Barnes, president-elect; C. W. Bowen, reliring 
president; Bruce P. Meeker, vice president; Floyd E. Dillenbeck, 
secretary-treasurer; Clyde Miller, delegate to the Assembly; and 
Lawrence E. Leigh, the new president. 


> Ohio members will convene September 19-21 at the 
Dayton-Biltmore Hotel in Dayton for their fifth annual 
scientific meeting. The delegates meeting will initiate 
the procedures on Monday the 19th. The scientific 
session will be opened by talks on the “Use of Drugs in 
the Emotionally Disturbed Patient” by Dr. Charles W. 
Harding of Columbus; and “Management of Poliomye- 
litis” by Dr. George J. Boines of Delaware, immediate 
past president of the Delaware chapter. 

Dr. Alice E. Palmer of Detroit will open the after- 
noon session with a talk on the “Treatment of Acne.” 
Two more afterneon lectures will be given, one by Dr. 
Herman K. Hellerstein of Cleveland, who will talk on 
“Diagnosis of Congenital Heart Lesions Amenable to 
Surgery,” and an address on “The Diarrheal Syn- 
drome” by Dr. Jerome Weiss of New York City. The 
banquet that evening will be followed by a dance for 
doctors and their wives. 

On the final day, Dr. William McK. Jeffries of Cleve- 
land will give the opening scientific address, which is 
on the hazards of cortisone therapy. He will be followed 
by Drs. John J. Cranley and J. Harold Kotte, both of 
Cincinnati. Dr. Cranley’s talk will be on obliterative 
vascular sclerosis of the extremities and Dr. Kotte’s on 
recent advances in the treatment of hypertension. Af- 
ter lunch Dr. Charles F. Shook of Toledo will speak on 
‘Relationship of the General Physician to Industry ;” 
Dr. James M. Shaffer of Dayton will discuss care of the 
injured hand; and Dr. John Bailey of Chicago will 
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A well-balanced, high-potency vitamin 


FOLBESYN provides B-Complex factors 
(including folic acid and B,,) and ascorbic 
acid in a well balanced formula. It does 
not contain excessive amounts of any one 
factor. 


FOoLBESYN Parenteral may be administered 
intramuscularly, or it may be added to 
various hospital intravenous solutions. It 
is useful for preoperative and postopera- 
tive treatment and during convalescence. 
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Vitamins Lederle 
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form, ideal for supplementing the paren- 
teral dose. 
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IMPROVES FAT METABOLISM 
OFFERS EFFECTIVE 
NUTRITIONAL SUPPORT in degenerative 


diseases associated with faulty fat 
metabolism, hepatic and kidney dysfunctions, 
diabetic and arteriosclerotic complications 
and in geriatric conditions. 


Supplies potent lipotropic and oxytropic 
principles—choline, di-methionine, inositol, 
vitamin Bu and other B-complex vitamins. 
Contains no alcohol or sugar, is available 
as a palatable liquid or as capsules. 


ARROLL DUNHAM SMITH PHARMACAL COMPA 
New Brunswick, N. J.+ Established 1844 
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close the meeting with an address on the “Use and 
Abuse of Hormones.” 

> Plans are under way for the annual meeting of the 
Florida chapter to be held October 22-23 at the Prin- 
cess Issena Hotel in Daytona Beach. The roster of 
guest speakers, though not yet completed, includes 
Dr. Richard Brassfield of the Memorial Cancer Center, 
New York City, Dr. T. E. Bailey, a pediatrician at the 
University of Georgia Medical School, and Dr. William 
F. Braasch, a urologist on the Mayo Clinic emeritus 
staff, Rochester, Minn. The schedule of events tenta- 
tively includes a clinical-pathological conference led by 
Dr. William Schildecker, a pathologist at the Halifax 
District Hospital in Daytona Beach. Entertainment 
will also be provided for the wives and children. 

> A joint meeting of the Kentucky and Tennessee 
chapters presented the Second Annual Kenlake Semi- 
nar on July 14. Six top-notch speakers were featured, 
among whom was Academy President-elect John S. 
DeTar who gave a dinner address on “The AAGP in 
American Medicine Today.” Scientific talks were given 
by Dr. Marion F. Beard of the University of Louisville 
College of Medicine, Dr. Elkin Rippy of the Vanderbilt 
School of Medicine and Dr. Eugene H. Countiss of 
Tulane University School of Medicine. The scientific 
program following the dinner featured a presentation 
by Clayton L. Scroggins Associates on managing your 
savings and managing medicolegal exposure, and an 
address on long survival in coronary heart disease with 
special reference to management by Dr. William G. 
Leaman, Jr. of Woman’s Medical College. 

Dr. Clark Bailey of Harlan recently was presented 
the E. M. Howard award from the Kentucky chapter. 
It was pointed out at the presentation that Dr. Bailey, 
once a star pitcher on the Georgetown College team, 
gave up professional baseball to become a doctor. He is 
the immediate past vice president of the American 
Medical Association. Also cited by the Kentucky chap- 
ter was Dr. John F. Ganem of Louisville, an expert on 
ulcers, who was selected as having done the outstand- 
ing job of clinical research by a state practicing phy- 
sician in the last year. 
> New York chapter’s drawing card for its seventh 
annual scientific meeting will be a scenic cruise to 
Nassau. The meeting will open in the Statler Hotel 
rather than in the Biltmore, as previously reported, 
and will convene October 17 and run through Thurs- 
day October 20. Dr. Garra Lester, chapter president, 
will give the opening-day address Monday, October 17. 

The four-day meeting will feature many outstanding 
scientific speakers. Those on the schedule for Monday 
morning are Dr. Renato J. Azzari, president of the 
New York State Medical Society, talking on felicita- 
tio: : Dr. G. Lombard Kelly, talking on sex counseling ; 


GP  sugust 1955 


“One of the commonest 


and most troublesome 
complaints met in general 
FR ractice is vaginal discharge.” 


Editorial, J.A.M.A. 956; 991, 1954. 


vaginal discharge 


bacterial infection. 
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antibacterial action. 
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When a patient complains of morning fatigue and 
evening alertness, a diagnosis of hypometabolism 
should be considered. If, in addition, the patient 
has two or more of the following symptoms: cold 
intolerance, brittle nails, dry skin, lack of perspi- 
ration or menstrual difficulties, the diagnosis is 
probable. A slow pulse and a low awakening 
body temperature make the diagnosis even more 
secure. 

(Watson, B. A.: N. Y. State J. Med. 54: 2049, 1954.) 


| morning fatigue... © i 


Hypometabolic 


prepared exclusively from beef sources 

. . . provides whole gland medication 

at its best. Superior uniformity as- 

— by chemical assay and biologi- 
test 


Standardized equivalent to Thyroid, U.S.P.; tablets 
of %, 1 and 2 grains. Bottles of 100 and 1000. 


A DIVISION OF ARMOUR AND COMPANY « KANKAKEE, ILLINOIS 


\ THE ARMOUR LABORATORIES 


in rheu matoid ar | 
new Schering corticosteroid 


: 
Alf 
Hy 
In 
\G @) NG 
i 
4 + + + | 
ii 
— | 
| 


and Dr. Milton G. Potter, whose topic is obstetric 
problems. A symposium on pediatrics in the afternoon 
will have Dr. Philip M. Stimson as moderator. Partici- 
pating will be Drs. Mary A. Engle, Walsh McDermott 
and Carl H. Smith. 

Tuesday morning speakers are Dr. Locke Mackenzie, 
whose topic will be exfoliative cytology and Dr. Alton 
Ochsner, who will give a talk on cancer of the lung. 
The afternoon symposium on adult malignancies will 
feature Dr. Ochsner as moderator. Drs. Howard C. 
Taylor, Jr., Harold D. Harvey, Raphaele Lattes, Os- 
wald S. Lowsley and Eugene F. Traub will participate. 

Morning scientific speakers for Wednesday are Dr. 
Thomas H. McGavack, giving an address on endocrine 
deficiencies and Dr. Currier McEwen, talking on arthri- 
tis in the aged. The final symposium, on geriatrics, in- 
cludes Drs. Duane Carr, Flanders Dunbar and Herman 
Hilleboe, and Messrs. Francis J. Fuchs and Paul De- 
Kruif. Dr. Carr will be the moderator. A live clinic on 
rehabilitation by Dr. Howard A. Rusk will close the 
meeting on Thursday. 

The annual banquet on Tuesday evening will begin 
with a cocktail party. The invocation will be given by 
His Eminence Francis Cardinal Spellman, Archbishop 
of New York, and Dr. Rusk, who is chairman of the 
Board of Directors of the American-Korean Founda- 
tion, will give the dinner address. This will be a char- 
itable banquet, with the entire proceeds going to the 
American-Korean Foundation. With this as the back- 
ground for the banquet, two Koreans will be among the 
honored guests. They are His Excellency You Chan 
Yang, Korean Ambassador to the United States and 
His Excellency Col. Ben C. Limb, Korean Ambassador 
to the United Nations. 

Other honored guests will be Mr. Bernard Baruch, 
The Elder Statesman; General Charles W. Christen- 
berry, president of the American-Korean Foundation 
and Dr. J. R. Fowler, Academy president. The S. S. 
Nassau will sail the following day, being gone a week 
and spending two days in Nassau itself. Scientific lec- 
tures will be presented on the trip, to provide Academy 
study credit. 

Elected president of the Onondaga (New York) 
chapter at a recent dinner-meeting was Dr. Aaron 
Burman, who succeeds Dr. John Fatcheric. Dr. Fatch- 
eric was elected to be secretary-treasurer. The position 
of vice president will be filled by Dr. John Rowlingson. 
> Dr. Rufus Brittain of Tazewell succeeded Dr. Rich- 
ard M. Reynolds of Norfolk as president of the Virginia 
chapter at its fifth annual scientific meeting May 13-15. 
The meeting was outstanding both program- and regis- 
tration-wise, drawing more than 400 in attendance. Dr. 
Ira 1.. Hancock was master of ceremonies of the dinner- 
dance which provided the setting for the installation of 
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Since 1860 A. S. Aloe Company has seen three 
generations of physicians open new offices. We 
have helped thousands equip or re-equip offices. 
Today we are a national institution with 13 ship- 
ping points, and more than 200 representatives. 
We have a definite extended payment plan tai- 
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Betaine 
Liver Concentrate* 


Riboflavin 
Pyridoxine HCI (Be) 
Panthenol 


new officers including Dr. Brittain, as president, 1). 
Frank E. Tappan of Berryville as president-elect, [),. 
Linwood Ball of Richmond, secretary, and Dr. Carl \\ . 
Meador of Richmond, who was re-elected treasure;. 
Also installed were four new directors: Dr. Alter Laij- 
stain of Norfolk, Dr. William J. Hagood of Clover, Dr. 
A. Broaddus Gravatt of Kilmarnock, and Dr. Ben 
Painter of Williamsburg. 

Dr. Reynolds led the opening-day scientific session 
with a welcoming address, followed by a talk by Dr. 
Laibstain, chairman of the scientific program commit- 
tee. The guest speaker list featured 19 doctors, one 
each from Washington, D. C., and Pennsylvania and 
the remainder from Virginia. Social events included a 
cocktail party and dinner-dance. Entertainment for the 
ladies included a tour to the Jefferson Davis Casemate 
Museum and a luncheon with a lecture on flower ar- 
rangement by Mrs. E. L. Alexander of the Newport 
News. Next annual meeting of the Virginia chapter will 
be March 2-4, 1956, at the Homestead in Hot Springs, 
Va. 
> Montana chapter’s scientific session at Anaconda 
in June was opened with the president’s address by 
Dr. Robert Leeds. “Diagnosis and Management of Low 
Backache” was presented during the morning program 
by Dr. Roger Anderson, orthopedist from Seattle, 
Wash. Two more lectures, “The Clinical Manifesta- 
tions and Management of Leukemia and Related Dis- 
orders” by Dr. Maxwell M. Wintrobe, University of 
Utah, Salt Lake City, and “New Light on the Cause 
and Treatment of Peptic Ulcer” by Dr. Lester R. 
Dragstedt, University of Chicago, followed by discus- 
sion periods, were given in the afternoon. 

A business meeting and cocktail hour followed and 
the meeting was climaxed with a banquet and informal 
dance. Entertainment was provided for the ladies in 
the form of a luncheon, bridge, golfing and a style 
show at the Anaconda Country Club, and trip through 
the Anaconda Copper Company smelter. 
> The Michigan chapter is working on preliminary 
arrangements for its annual fall postgraduate clinic. It 
is scheduled to be held this year on November 9-10 at 
the Sheraton-Cadillac Hotel in Detroit. 
> New officers of the Washington, D. C., chapter electe« 
at its recent joint meeting with the Maryland chapter 
are Dr. Samuel Diener, president, Dr. Frank S. Pelle- 
grini, vice president, Dr. Roger Kurtz, secretary and 
Dr. Samuel Dove, treasurer. Featured guest speaker 
during the luncheon was Morgan M. Beatty, NBC news 
analyst, who talked on “Signs of Our Times.” He was 
introduced by Dr. Maurice J. Kossow, president of the 
Washington chapter, and luncheon chairman. The 
wives were invited to the luncheon, and then were en- 
tertained with a fashion show in the afternoon. 
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The Washington, D. C., chapter and the Doctors 
Hospital of Washington, D. C., sponsored a one-day 
postgraduate seminar at the hospital on June 23. 
> The Connecticut cliapter recently held a special 
clinical program during the 163rd annual scientific 
meeting of the state’s medical society in Stratford. Dr. 
Julius H. Grower of Middletown, president of the 
chapter, presided over the program and was assisted 
by Dr. Peter J. Scafarello of Hartford, chapter secre- 
tary. The three-day meeting featured 20 guest speak- 
ers, including Dr. Darrell C. Crain, assistant professor 
of clinical medicine at Georgetown University Medical 
School and Dr. Solomon Silver, director of the thyroid . 
clinic at Mount Sinai Hospital, New York. i 
> More than 300 doctors met recently at the University : 
of Washington School of Medicine in Seattle for the 
sixth annual General Practice Clinic Day of the Wash- 


(plant, allergic, 
chemical) 


sunburn 
and other burns 


] ington chapter. Thirteen reports on acute injury cases ‘4 
| were given by faculty members and practicing Seattle 
physicians. Senior class members of the Medical School 3 
were chapter guests at the banquet for which Peter. Sal- 4q 
mon of Victoria, B. C., class president, was one of the 4 


| speakers. Another banquet-speaker was Dr. Homer D. 
Smith, professor of physiology at New York University 
1 and now a Walker-Ames lecturer in the Department of 
’ Zoology at the university. Dr. Loven G. Shroat, chair- 
r man of the meeting and King County chapter presi- 
. dent, was assisted by Dr. Duncan Robertson of Seattle. 
f Drs. Thomas Payne and Thomas H. Holmes were 
moderators. 

' > Dr. O. D. Hoffman of Rexburg was elected to the 
- presidency of the Eastern Idaho chapter at a regular 
dinner-meeting in May. He succeeds Dr. H. E. Guyett 


d of Idaho Falls. Other new officers are Dr. P. Blair 

il Ellsworth of Idaho Falls, who was re-elected secretary- 

n treasurer. The program included a kinescope on the 

e managements of streptococcal infections. 

h > At a recent meeting of the Illini (IMinois) chapter, ’ 
Dr. Gernon Hesselschwerdt was named president. 

y Other new officers include Drs. Leo Roseman, vice 

it president and Dale Sunderland, secretary-treasurer, ; 

it both of Rantoul. 
> Plans are rolling along on the eighth annual scien- 

d tific meeting of the Indiana chapter to be held next 

a April 18 and 19 at the Antlers Hotel in Indianapolis. 

e+ Arrangements are being made for an outstanding sci- 

id entific program under the direction of Program Chair- 

eT man Floyd A. Boyer of Indianapolis. Dr. John S. 

"s DeTar, Academy president-elect, has accepted an in- 

aS Vitation to be the banquet speaker. 

le > San Francisco has been selected as the site for the 

re meeting of the 1955 scientific session of the California 


ne chapter. The meeting will be in the Palace Hotel on 
October 9-12. 
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> Saturday, September 24, is the date of the annual 
meeting of the Massachusetts chapter and its fall clini- 
cal session in Boston. Dr. William H. Chasen, program 
chairman, is making arrangements for the Surgeon 
General of the Army to present a symposium on the 
Medical Management of Mass Casualties.” Mrs. Ben- 
nett Fielding of Worcester will be in charge of ladies’ 
entertainment. 

> On June 26 members of the St. Louis (Missouri) 
chapter and their families had a cruise on the Missis- 
sippl. 

> The scientific program for the sixth annual meeting 
of the Texas chapter, slated for September 19-21 in 
Ft. Worth, will feature 11 outstanding scientific speak- 
ers. Four of them are Dr. Philip Thorek who will talk 
on the traumatic abdomen; Dr. Edwin Cave, professor 
of orthopedics at Harvard Medical School, whose sub- 
ject will be injuries to the knee joint; Dr. Katherine 
Dodd, a professor of pediatrics at the University of 
Arkansas who will talk on convulsions in infants and 
children; and Dr. J. Minott Stickney of the Mayo Clin- 
ic whose topic is chemotherapy of blood dyscrasias. 

The social side of the meeting will be highlighted 
with a cocktail-buffet on the opening night, Sunday, 
September 18, and a banquet-ball on Tuesday night at 
the Ridgelea Country Club. The ladies will be enter- 
tained by bridge games, a luncheon-style show, and a 
conducted tour of Ft. Worth. 

Results of the survey of Texas mental hospitals by 
teams consisting of two psychiatrists and one general 
practitioner, which included Texas chapter members, 
show that “‘money is the medicine needed urgently for 
Texas’ ailing mental program.” Hospitals visited were 
at Rusk, San Antonio, Wichita Falls, Terrel, Big Spring 
and Abilene. The summation of the three-page report 
was that “In all cases, the underlying cause is lack of 
enough money to care for the increasing number of 
mental patients and that the daily patient expenditures 
should be raised 50 per cent immediately and later 
doubled.” 

More psychiatrists and medical experts are badly 
needed as well as intensive treatment centers in each 
hospital. It is planned that the survey be conducted 
annually. Dr. Andrew Tomb, whe is a member of the 
Texas Mental Health Committee, was a great promoter 
in having a general practitioner named to the survey- 
team. 

Co-sponsor with the Central Texas chapter for a 
one-day clinical symposium in Waco in May was the 
Southwestern Medical School. Speakers at the morning 
session were Dr. Dean C. Kipp, clinical instructor in 
surgery; Dr. Willard C. Sellman, clinical instructor; 
and Dr. David J. Henry, clinical instructor in ortho- 
pedic surgery, all discussing surgery of the hand. 
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PRESENTING OFFICIAL JEWELRY 
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Official Cuff Links 


Handsome cuff links featuring the 
Academy seal. With attractive posi- 
tive-action hinged link furnished in 
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The official seal of the Academy enhanced by 
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Academy member. 
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Each Biopar tablet contains: 


Crystalline Vitamin By2 U.S.P..... 6 meg. 


30 mg. 
Bottles of 30 tablets 
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A DIVISION OF ARMOUR & COMPANY © KANKAKEE, ILLINOIS 


Afternoon session speakers included Dr. Maudie Maric 
Burns, clinical associate professor of psychiatry, aid 
Dr. James Y. Bradfield, clinical assistant in internal 
medicine, all speaking on functional illness. Dr. W. L. 
Carrington of Mexia, chapter president, presided. 

The installation of the new South Texas chapter 
took place in Victoria in early May. President of the 
new group is Dr. R. B. Gilliam. Dr. R. W. Ward is the 
vice president and Dr. Heaton Smith is secretary- 
treasurer. The chapter, the 20th area group in the state, 
includes Goliad, DeWitt, Jackson and Calhoun county 
doctors. Don Jackson of Austin, executive secretary of 
the Texas chapter, was a guest at the meeting. 


WHAT OTHERS ARE SAYING... 


New Drugs—Miracles or Mirages? 


‘THE DEVELOPMENT of new drugs for human use has been one 
of the most remarkable signs of progress. Until a few dec- 
ades ago drugs at best were considered useful but seldom 
much more by the true medical scientists. During the last 
20 years, however, the term “miracle drug” has become so 
widely known that profession and public alike use this term 
without more than momentary hesitation. The public is 
watchfully waiting and hoping for new remedies to lessen 
their suffering and economic burdens, and physicians are 
just as hopeful that they will have available an unending 
stream of newer and better agents to ease the suffering of 
their patients. Thus it is not unexpected to observe now and 
then signs of undeserved enthusiasm. 

The development of any worth-while new drug or tech- 
nique is not something that occurs overnight. The time, the 
money, and the manpower often spent in such searching is 
at times almost discouraging. And too often, the work does 
not produce the expected results. Nevertheless, researchers, 
pharmaceutical manufacturers, donors of research grants, 
directors of research institutions, and others continue to 
search for the new and to lend support and encouragement. 
There are many aspects of the development of a new drug 
that could be discussed, but available space limits this dis- 
cussion. There are, however, two vexing problems that today 
more than ever seem to be the basis of much confusion and 
some differences of opinion. They involve the unfavorable 
reactions that are reported after a new drug is marketed and 
the publication of papers reporting these undesirable side- 
effects. 

When a new drug is introduced into interstate com- 
merce in the United States today it must have been sub- 
jected to tests sufficient to satisfy certain requirements of 
the Federal Food, Drug, and Cosmetic Act. This applies 
even to those items that can be sold only on the presenta- 
tion of a prescription. In general, the data required to sat- 


isfy the Food and Drug Administration and medical and 
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legal departments of the drug manufacturer are acquired 
only after exhaustive and searching research, performed 
usually by well-trained, well-informed, able, and conscien- 
tious investigators. There are exceptions, of course, but 
they are becoming fewer as each year passes. 

Of much concern at times, however, is the observation 
made sometimes after a drug has been in general use for 
months and which reveals the possibility of occasionally oc- 
curring blood dyscrasia or other equally disturbing systemic 
reaction. It is not unusual to follow hundreds of tests on a 
new drug, decide that it seems to be free of the more unde- 
sirable side-effects, and then learn later that the unexpected 
happened. While it is possible to surmise that a given drug 
may produce a given effect, it is not possible to predict with 
certainty all that may occur. Drug therapy has not yet 
arrived, and may never arrive, at the point where diagnosis, 
treatment, and response can always be reduced to calcula- 
tions on graphs. There will always be individual response 
and the need, therefore, for treating all patients individually 
and treating all drugs with respect. 

From time to time a report appears in the literature on 
the bad results observed in some patient with one of the 
newer drugs. The editor of a medical journal does not nec- 
essarily accept the paper to warn others against the use of 
this drug. He merely wishes to draw attention to a problem 
that may only be in need of further study or that, on the 
other hand, may truly prove to be a timely warning for 
more than caution. There are many drugs now in common 
use about which much seemingly unfavorable comment has 
appeared in medical literature. And yet they continue to 
meet a need for remedies in the fields for which they are in- 
tended. While physicians might lose little if some of these 
agents were to disappear, they would stand to suffer in their 
practice if all these remedies were discarded before better 
ones were developed to replace them. By accepting such 
papers for publication the editors are serving practitioners, 
patients, and the drug manufacturers. No one could in good 
conscience dispute the need for presenting the truth, pro- 
vided all of the truth is offered, it is not distorted, and it is 
not printed with malicious intent. Modern drug therapy 
requires all interested parties to be properly informed and 
to meet their responsibilities. 

The appearance of a report, or of several reports, on 
blood dyscrasias, kidney damage, or other reaction should 
not result in immediate condemnation of a drug. Time may 
prove that its use should not be continued, but until con- 
firmatory reports appear the first should only serve as a 
warning for careful use. Even if other reports appear the 
physician may not give up use of the drug; he should, how- 
ever, ask himself if the drug is truly indicated and if another 
equally effective but potentially less hazardous drug is 
available ; if not, he should ask whether the advantages out- 
weigh the disadvantages. If the prescriber is convinced after 
these questions that he is using the right drug, his training, 
experience, judgment, and conscience must be his guides. 
Presumably a drug is not administered unless indicated, but 
ifit is then it is time for a reappraisal of one’s medical habits 


more than for rejection of a drug that in careful hands is 
very useful. 
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rapid, and deeply penetrating anesthesia 
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Astra Pharmaceutical Products, Inc. 
Worcester 6, Massachusetts 


*U. S. Patent No. 2,441,498 


168 GP Volume XII, Number 2 


| 
s 
a 
) 
“ABRASIONS — 
BURNS 
ES 


When the practitioner, or his patient, today asks if the 
newer drugs are miraculous he only has to think of what 
practice was like before these drugs became availabie. Lives 
are saved, suffering is lessened, convalescence is shortened, 
complications are fewer, the days spent in hospitals are 
fewer—these and other truisms attest to the impact drug 
therapy has had on medical care. Perhaps some may ques- 
tion the wisdom of referring to modern drug therapy as 
miraculous, particularly sinee not all drugs are equally 
effective, but no well-informed person could classify all 
drugs as mirages.—J.A.M.A., 175:16, 1955. 


WHAT OTHERS ARE SAYING... 


Refresher Requirement 


WHAT MEDICINE NEEDS, one physician remarked a few years 
ago, is “‘a new type of general practitioner who cannot be 
relegated to an inferior professional and economic position, 
as a mere feeder for specialists.” 

Then the American Academy of General Practice came 
along. From the start, its main purpose was to “make better 
general practitioners.” It set up a stiff refresher require- 
ment: 150 hours of approved post-graduate study every 
three years. And during the last two years alone, it has 
dropped 714 of its 19,000 members for falling short. 

For its vision in establishing a policy of self-improvement 
and for its courage in enforcing that policy, the Academy 
deserves a round of applause. We hope the time will come 
when some of our older specialty societies take a tip from it. 
—H. SHERIDAN BaKETEL, M.D. Medical Economics, June, 1955. 


“I hope you'll forgive my inquiring 
about your sunburn, Miss . . . but...” 
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The fast action and long duration of FELSOL 
gives smooth and comforting relief. After a sin- 
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hrs.” (J. Pharm. & Exper. Ther. 98:97-104, 1950) 
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: taining Dexedrine* Sulfate (dextro-amphetamine sulfate, S.K.F.), 10 mg., and 
amobarbital, 1 gr.; ‘Dexamyl’ Spansule (No. 2), containing ‘Dexedrine’ Sulfate, 

15 mg., and amobarbital, 1}4 gr. Also available: ‘Dexamyl’ Tablets and Elixir. 
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